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DRUG ABUSE TREATMENT AND PREVENTION 

1984 



TUESDAY, JUNE 26, 1984 

House of Representatives, 
Select Committee on Narcotics Abuse and Control,. 

Washington, DC 

The select committee met pursuant to call, at 9:35 a.m., in room 
2237, Rayburn House Office Building, Washington, DC, Hon. 
Charles B. Rangel, (chairman of the select committee) presiding. 

Present: Representatives Charles B. Rangel, Daniel K. Akaka, 
Sam B. Hall, Jr., Benjamin A. Gilman, Lawrence Coughlin, and E. 
Clay Shaw, Jr. 

Staff present: John T. Cusack, chief of staff; Richard B. Lowe III, 
chief counsel; Elliott A. Brown, minority staff director; George Gil- 
bert, counsel; Michael J. Kelley, counsel; John J. Capers, chief in- 
vestigator; Martin I. Kurke, researcher (Department of Justice 
detail); James W. Lawrence, minority professional staff; Iris 
Morton, ComSci Fellow, Catherine H. Shaw, minority professional 
staff; Karen E. Watson, professional staff; Leecia Eve, intern; Julie 
Croft, intern; and Jeff Isaacs, intern. 

Mr. Rangel. The Select Committee on Narcotics Abuse and Con- 
trol will come to order. 

This morning, our committee will conduct a hearing on drug 
abuse treatment and prevention issues. Our hearings, of course, in 
the country and in Washington, over the past year and a half, we 
have heard conflicting testimony as to whether drug abuse in 
America is increasing, decreasing, or leveling off. 

Notwithstanding these differing views, a number of critical facts . 
clearly emerge. First, drug abuse continues to be the most impor- 
tant, most serious public health and social problem that our Nation 
faces today. 

Drug abuse costs cost our socipty an estimated $100 bill m. Drug 
use has escalated dramatically over the past 2 years, particularly 
among our young people. 

And remains at unacceptably high levels. It is thought that 
Ipvelp of drug use in the United States exceed those in other indus- 
trialized nations in the world. 

From 1978 to 1982, cocaine related deaths and emergency room 
episodes jumped 300 percent and remained at high loyeis. Heroin 
related hospital emergencies rose nearly 80 percent nationally, and 
heroin overdose deaths increased almost 50 percent over the same 
period. 

(1) 



In the city of New York, heroin deaths rose from 246 to 528, a 
115-percent increase that remains high. 

Second, States and localities are increasingly unable to meet the 
growing demand for treatment and prevention services, which is 
especially true in many of our Nation's top urban areas that are 
the hardest hit by drug abuse. 

Over 94 percent of the States responding to the 1983 survey con- 
ducted by the National Association of State Alcohol and Drug 
Abuse Directors, reported an unmet need for treatment and pre- 
vention services in their States. 

New York City has a waiting list of over 1,500 people who have 
sought treatment and been turned away because no space is avail- 
able. 

According to a recent survey by the National Associations of City 
Drug and Alcohol Coordination, many cities report reductions in 
treatment and prevention services, waiting lists and gaps in serv- 
ices, and existing programs are heavily overutilized. 

Third, there is a strong feeling among Slate and local drug abuse 
treatment and prevention professionals that the Federal Govern- 
ment has abdicated its leadership responsibilities in this area. 

Federal funding for drug abuse services have decreased about 40 
percent under the Alcohol, Drug Abuse and Mental Health Service 
Block grant. State and local revenue and private resources have not 
been sufficient to fill the gap created by Federal budget cuts, leav- 
ing many States with the difficult prospect of trying to do more 
with less. 

Technical assistance, public administration activities and other 
forms of Federal support have also been cut back significantly. 

In the words of one witness, the abrupt reduction in the level of 
Federal contributions to prevention and treatment amounts to a 
simple abandonment by the Federal Government of the prevention 
and treatment field. • 

Today, the select committee will ask the Federal Government 
what it is doing to meet the growing demand for drug abuse treat- 
ment and prevention services; we will review the activities of the 
Department of Health and Human Services and the Department of 
Education to see how well they are responding to the concerns we 
ha /e heard from State and local treatment and prevention profes- 
sionals. 

We also will hear reports on the current situation from treat- 
ment and prevention experts who are on the front line of our fight 
against drug abuse. 

Another issue the committee will examine is the role of metha- 
done maintenance in treating drug addiction. Methadone mainte- 
nance has been a controversial treatment modality. Questions have 
been raised regarding the safety and efficacy of methadone and 
whether it's appropriate to substitute one dependency on a drug for 
dependency on another. 

On the other side, studies have demonstrated that clients who 
remain in methadone treatment centers show improvement in 
terms of employment and social functioning, decrease drug use and 
decrease their criminal behavior. 

We will also look at drug-free treatment alternatives. Finally, 
the committee will hear from a panel of State and local representa- 
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tives from New Jersey, who are involved in the statewide commu- 
nity organization progrum. This community based drug abuse pre- 
vention approach has been successful in increasing school attend- 
ance, encouraging youth volunteer ser/ice and reducing vandalism 
and other forms of disruptive behavior associated with drug abuse. 

We are anxious to learn more about this exceptional prevention 
effort. . 

I want to thank all our witnesses for taking the time and trouble 
to be with us today, and we look forward to your testimony. 

[Mr. Rangel's opening statement appears on p. 91.] 

We are joined by Congressman Akaka from Hawaii, one of the 
hardest working members we have in the Congress and on this 
committee, and I ask whether he has an opening statement. 

Mr. Akaka. Thank you very much, Mr. Chairman. 

I want to also welcome the guests and associate myself with your 
remarks. Thank you very much. 

Mr. Rangel. Well, Dr. Brandt and Dr. Davenport, yot have both 
heard the opening statement. I assume that our staffs have told 
you in advance some of the questions that we'd like to have an- 
swered. So you may proceed with your prepared testimony or any 
way you find comfortable, to deal with the problems that have 
been presented to you. 

Dr. Da ''en port. Mr. Chairman, if you would enter my official 
statement for the record, I'd like to give you a summary of it. 

Mr. Rangel. Very well. Without objection, your full statement 
will appear in the record. 

TESTIMONY OF DR. LAWRENCE F. DAVENPORT, ASSISTANT SEC- 
RETARY FOR ELEMENTARY AND SECONDARY EDUCATION, DE- 
PARTMENT OF EDUCATION 

Dr. Davenport. Mr. Chairman and members of the committee, I 
am pleased to appear before you as part of this panel to discuss the 
Federal role in drug abuse treatment and prevention and educa- 
tion. 

As you are aware, the Department of Education is the sole Fed- 
eral agency with a broad mandate to work with the Nation's 
schools. The Department's organizational predecessor had 12 years 
of experience in developing school based alcohol and dru^ abuse 
education programs. 

The primary role cf the Department in this area is to provide 
leadership, training and technical assistance to the school systems 
for the purpose of developing local school capacity to deal with 
local alcohol and drug abuse problems using local resources. 

The Department of Education supports the Alcohol and Drug 
Abuse Education Program, which assists: schools and communities 
to deal with the problems of alcohol and drug abuse. 

This program has five regional training centers and maintains a 
national network for training, dissemination and technical assist- 
ance. „ . . . Wl 

Currently, 500 local schools and State agencies located through- 
out the country are part of the network. Each regional training 
center as a part of the scope of work provides technical assistance 
to State agencies and local school systems. 
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I will be happy to rettpond to any questions you may have. Thank 
you, Mr. Chairman. 
(Prepared statement of Dr. Davenport appears on p. 92.] 
Mr. Rangel. Well, we raised a lot of questions. Thank you. 
Dr Brandt? 

TESTIMONY OF DR. EDWARD N. BRANDT, JR., ASSISTANT SECRE- 
TARY FOR HEALTH, DEPARTMENT OF HEALTH AND HUMAN 
SERVICES 

Dr. Brandt. Yes, sir. Thank you very much, Mr. Chairman and 
members of the committee. I appreciate your invitation to appear m 
today to discuss the Department of Health and Human Services' 
support of drug abuse treatment and prevention. 

We are committed to both supply arid demand, reduction activi- 
ties working toward the goal of reducing drug abuse in our society. * 
Each of the past 3 vears, nearly $1 billion of Federal funds, exclu- 
sive of block grant funds, have been directed toward this goal. 

Within the Department of Health and Human Services, we con- 
duct research, disseminate information, both to the drug abuse 
community and to the public, and through the block grant pro- 
gram, support State efforts for those who are currently afflicted by 
drug abuse and to help prevent others from abuse of drugs. 

To this end, the President's fiscal year 1985 budget request would 
fund the alcohol and drug abuse and mental health services block 
grant at $472.3 million. Similarly, the request for research activi- 
ties by the National Institute on Drug Abuse is $63.5 million, 
which represents the largest percentage increase for any categori- 
cal programs in the public health service. 

In my testimony, Mr. Chairman, we have briefly summarized the 
dimensions of the drug problem and our efforts to deal with it. But, 
I think it is important to point out that as drug abuse is a major 
public health problem which has unique characteristics. 

In the first place, drug abuse patterns change very rapidly. Sec- 
ondly, unlike any other disease we face, there are illegal and 
highly profitable activities undertaken worldwide to actively pro- 
mote drug abuse. 

The current levels of drug abuse by youngsters and young adults 
represent a totally new phenomenon as far as health epidemics are 
concerned, and I have outlined in the testimony some aspects of 
that. 

But, I'd like to point out one positive side, and that is that two 
out of three Americans have never used any of tho drugs that are 

abused. 

Mr. Rangkl. Is this a result of the Federal Goverrment 's efforts? 

Dr. Brandt. Well, I think it's probably a result, sir, of not only of * 
the Federal Government's efforts, but also of the basic word that 
the American pebple have received that drug use and abuse is, in 
fact, harmful. 

Mr. Rangkl. And, one out of three are abusers? ♦ 
Dr. Brandt. N i, one out of three have some drug abuse- 
Mr. Rangel. Tve just never heard it described the way you did. 

That o good news, that two out of three are not abusers, but that's 

very interesting. 
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Dr. Brandt. Well, that s— I think that one has to remember, as 
we focus on the bad side, that, in fact, we still have a large propor- 
tion of the American population that aren't users, which is in itself 
a good sign. 

Mr. Rangel. Very good, doctor. 

Dr. Brandt. In terms of the number of abusers nationwide, use 
of many drugs has begun to decrease. We have documented this 
through a number of surveys, including our high school seniors 9 
survey, national household survey and so forth. 

However, although the percentages of new and current users of 
most drugs are decreasing or leveling off, adverse consequences as- 
sociated with drug use continue to increase. This results in the ap- 
pearance of seemingly contradictory trends — a decrease in the 
overall number of users, but an increase in the number who are 
addicted and need treatment, and in the number of medical compli- 
cations and drug related deaths, as reported by hospital emergency 
rooms and medical exams. 

Use of cocaine has begun to show signs of leveling off among 
high school seniors, but, again, medical emergencies associated 
with more intense use of this drug, including intravenous use and 
smoking, are increasing at an alarming rate. 

The situation Is highly variable from State to State and locality 
to locality, and among various user groups. For these reasons, we 
believe the block grant is the right mechanism to approach and ad- 
dress these diverse needs. 

This restructuring of Federal assistance came from our convic- 
tion that States are better able to allocate funds for health pro- 
grams within their boundaries than is the Federal Government. 

Early results of studies conducted by the Urban Institute and the 
General Accounting Office indicate that States are effectively and 
efficiently using these funds to address their own unique health 
, care problems. 

As you know, under current law, States must expend 20 percent 
of their alcohol and drug abuse block grant allotment for preven- 
tion and early intervention. As the department indicated in our 
report to Congress, most States increased their emphasis on pre- 
vention programming through a variety of activities. 

We have received a copy of a report prepared by the National 
Association of State Alcohol and Drug Abuse Directors entitled 
"State Resources and Services Related to Alcohol and Drug Abuse 
Problems." This report indicates that approximately $144 million 
was allocated by States for prevention services in fiscal year 1983, 
of that approximately $50 million is from Federal funding. 

The principal departmental role in prevention research and pre- 
vention information development ana dissemination has been to 
develop tests and evaluate new prevention and intervention strate- 
gies and to disseminate these results to State and local govern- 
ments, the private sector, and other interested groups. 

School-based preventive intervention research is a major focus of 
our prevention activities. Our research is focused primarily on pro- 
grams for middle school and Junior high school age students, the 
age groups in which vulnerability to drug use begin. 

However, programs for senior high school students are also 
under study. 
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As promising approaches are ready for dissemination, we will 
conduct research on how best to achieve widespread adoption of 
these approaches by our Nation's schools. 

Over the past 2 years, the National Institute on Drug Abuse has 
re foe used its public education activities to reach a broad national 
audience. Two national media campaigns were developed in fiscal 
year 1982, designed, through a broad range of media material, to 
get across the drug abuse prevention message to parents and young 
people. 

Continuation of this campaign in fiscal year 1984 will reinforce 
the parent and youth theme for the general population and high- 
light these themes through appropriate materials for special target 
audiences including the black and Hispanic communities. 
Last year, we also worked with the National Broadcasting Corn- 
any, with Peoples Dru£ Stores, a large drug store chain, and I 
ave examples of the materials that were disseminated through 
that effort, which I would like to submit for the record. 
[The information referred to is in the committee files.] 
We also worked with the Scott-Newman Drug Abuse Prevention 
Award Program which through television activities tries to get this 
message across. 

AH of our prevention efforts build on a growing body of scientific 
knowledge' about the health risks associated with drug abuse. 
These findings were consistent with and we believe largely respon- 
sible for the public's increased awareness that drugs are not the 
harmless or benign substances which many want to believe they 
are. 

In fact, public atii* udes about drug abuse have so changed in the 
past few years that c xr citizens now increasingly favor more vigor- 
ous enforcement of our drug laws. 

Mr. Chairman, that concludes my formal statement. However, I 
would like to thank the select committee for the letter recently dis- 
tributed to their House colleagues in opposition to the legalization 
of heroin— which, in our view, would, in fact, exacerbate our prob- 
lems with drug abuse, and we believe that that letter was a 
marked contribution and I want to commend and thank you, and 
your counsels for that effort. 

Thank you very much. 

[Prepared statement of Dr. Brandt appears on p. 93.] 

Mr. Rangel. Dr. Pollin? 

Dr. Pollin. I'm just here for questions. 

Mr. Rangel. Dr. Davenport, you have heard my opening state- 
ment and I found some difficulty in seeing where the responses 
from your prepared testimony supplied the answers. 

I would gather that there is no Federal education program as it 
relates to drug abuse at all. 

Dr. Davenport. No, sir. We have five regional training centers 
which I alluded to in my testimony. Over the years these centers 
have affected approximately 10 million young people across this 
country. 

Mr. Rangel. You train youngsters? 

Dr. Davenport. No, we train the teachers and principals to go 
back and work with the youngsters. Their programs then affect 
about 10 million young people. 

erJc IN 



Mr. Rangel. That's not a Federal education prevention program; 
that is providing some assistance to teachers. But, that is one that 
was to say that we find the situation with drug abuse by young- 
sters to be bad and growing worse and some foreigner would ask 
the question, well, what is the Federal Government doing about it, 
in connection with education and prevention. Would the answer to 
that Question, Dr. Davenport, be that the Federal Government is 
providing training for teachers on a regional basis? 

Dr. Davenport. It goes a bit further than that, The Federal Gov- 
ernment is providing leadership and training the teachers who 
work with the young people in their school districts on the drug 
issues. 

Mr. Rangel. I wish you hadn't used the word leadership, because 
I will ask you to now describe the leadership that the Federal Gov- 
ernment is giving as it relates tp education and prevention of drug 
abuse, especially among American /oungsters. 

Dr. Davenport. We can provide specifier for the record, but 
when you look at the efforts of the President and the First Lady, 
that the public statements of the President, the public statements 
of the First Lady, the statements of the Secretary of 

Vir. Rangel. Let's talk about that, Dr. Davenport, because I've 
tr Iked about this quite a bit. Now, what statements are you talking 
about that the President has made? 

Dr. Davenport. Statements regarding the issue of drug traffick- 
ing and trying to put a stop to it, the President's task force, which 
is chaired by the Vice President, the interagency task forces which 
are established 

Mr. Rangel. You're talking about law enforcement? ' 

Dr. Davenport. All of those are part of the Federal effort. 

Mr. Rangel. Dr. Davenport, I am only talking about the effort 
that you have responsibility for, which is education, and it is shock- 
ing that you would include the President and the First Lady as a 
part of that educational program. 

And, certainly we have hearings that deal with law enforcement 
and sanctions and prison systems, but I think it's safe to say that 
after you leave the First Lady in her television shows and the 
President and his statement, that when it gets back to the educa- 
tional program and the leadership, that we re really talking about 
the Federal Government with some regional programs that train 
teachers to do what? 

Dr. Davenport. The teachers work with the young people in 
'heir community and start programs within their school systems to 
address drug abuse education. These programs are long lasting and 
have affected some 10 million young people in this country. 

And, Mr. Chairman, it is significant when any program has 
worked with over 10 million young people in drug abuse education. 

Mr. Rangel. Well, they sure are working with them directly. I 
guess you could say that each Member or Congress works with 
some 500,000 people every day in view of the fact that they are our 
constituents. But I asked you, Doctor, if a foreigner was to come 
and ask you to identify the Federal programs fciat people can rely 
on, that our children can rely on, to assist the parents in the com- 
munity in helping their children avoid drugs. Have you stated all 
the programs that are available? 



, Dr. Davenport No, Hir. I said that there are 500 school districts 
sifniflcant year ' mvo,ved in workin g on the drug issue. That is 

You may disagree, but that is significant. If you are in a school 
district which is sending five people to be trained in drug abuse 
education, and those people come back and train other teams to 
work on that issue in your school district, that is significant. 

It may not be significant when we add up millions of dollars that 
we spend for other programs, but it's significant to that community 
and that school district. 

Mr. Rangel. Well, I would invite you to join wi , . me to visit 
some of the school districts in the city of New York where clearly 
we have drug abusers that are youngsters on the street, where they 
cant get into clinics, that there is no assistance for them, and I 
would ask you to ask the principals and the superintendents of 
schools as to whether or not they are relying on any Federal pro- 
grams to help. r 

What would a teacher do in tho city of New York once he or she 
has been trained by the Federal Government to deal with* some of 
the drug problems we have in central Harlem? 

What are they trained to do? 

Dr. Davenport. I'd like fc to provide some of the examples of what 
they are doing for the record. 

Mr. Rangel. Well, Dr. Brandt has indicated that two out of three 
youngsters are clean. Now, what would your trained teachers do 
ers? ° Ut • ^ that " sitting up in tne classroom as abus- 

Dr. Davenport. They try to help the student get assistance to 
solve the problem. 

M , r . R \ N ? E rk„ In , iny opening statement, I said there was a wait- 
ing list of 1,500 adults in the city of New York. There are no pro- 
grams for youngsters. 

So, assuming that the teacher is dedicated and trained by the 
federal agency, what can she or he do? 

Dr. Davenport. The key factor to understand is that this is a 
drug abuse prevention program. As a part of the prevention effort, 
the teams may help those who are already on drugs to become 
drug free through referral to appropriate programs and services. 

There are some 65 teams for example, in Wichita, KS. We have 
now 

Mr. Rangel. Let's get back to New York. A class of 60, 20 of 
them are drug abusers, and the teacher identifies them and she's 
trained by your office. 

Dr. Davenport. They would assist the young person to take ad- 
vantage of all the resources which are available to address either 
drug prevention or for trying to get 

*u li Rangel - d 1"; Brandt, you make a big issue about supporting 
the block grant. I m not going to get involved in this area as to 
whether categorical grant or block grants are good because I think 
most governments would agree with you that they would like the 
discretion. 

But, discretion with reduced funds and competing needs are not 
exactly what our governments were looking forwara to when thev 
supported the block grants. J 
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After reviewing the block want as relates to drug abuse educa- 
tion, prevention, and rehabilitation, do you reach the conclusion 
that there are less Federal dollars available to deal with this prob- 
lem than when we had the categorical grant? 

Dr. Brandt. Well, there are less Federal dollars, but there are 
more total dollars. I think what we are seeing, since the mid-seven- 
ties, as the Federal programs have begun to level off, and 

Mr. Rangel. Well, I know that we have to do more with less, but 
in your review, research of the problem, you have found a problem 
increasing in nature; is that correct? 

Dr. Brandt. As a general statement, we have seen the problem 
of drug use leveling off and decreasing in most parts of our society 
with 

Mr. Rangel. But, where it's intense, we're finding more people 
dying from drug abuse; is that correct? 

Dr. Brandt. We find more people with medical complications 
from drug abuse, including death; that's correct. 

Mr. Rangel. So, in this great land of opportunity, we find that, 
one out of three have abused drugs, and Fm asking you the ques- 
tion, lo you believe that the Federal response to that should be less 
dollars to deal with the problem? 

Dr. Brandt. I believe that the Federal response to the problem 
ought to be those things that the Federal Government does best, 
and that includes education, and that includes research to develop 
techniques. 

Mr. Rangel. I thought we had finished on the question of educa- 
tion. , , 

Dr. Brandt. Well, you didn't ask what the Department of Herlth 
and Human Services is doing about education. 

Mr. Rangel. Oh, I'm terribly sorry. What are you doing in the 
area of education? 

Dr. Brandt. All right. I outlined a good bit of it in the detailed 
testimony, but we have done the following: 

One, we have worked with PTA's and parents groups to try to 
educate them in the area of prevention, I'm now talking about 
giving them the kind of information that they, in fact, can use. 
That includes a complete summary of information about drug use 
for parents to use. For instance, the publication called Parents, 
Peers and Pot." 

We have also talked with community organizations that deal 
with these issues 

Mr. Rangel. In the city of New York, what kind of staff have 
you got to educate the parents and the PTA's, and what group is at 
work with the parents? When I leave here and I want to tell the 
people that they are just not educated enough to identify the re- 
sources, the Federal resources are available, where would they go 
f r r ii lis type of assistance? 

Dr. Brandt. We provide this kind of information through our 
clearinghouse on drug abuse. We also have 

Mr. Rangel. Where would the clearinghouse be for the city of 
New York? 

Dr. Brandt. Well, it's in Washington for the entra United 
States. 

Mr. Rangel. Where is the clearinghoust? 

13 
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Dr. Brandt. It's located in Rockville, MD. 

Mr. Rangel. How would some mother in Harlem get some infor- 
mation from the clearinghouse to assist her 

Dr. Brandt. She dials a toll-free 800 number which we have 
widely circulated throughout the country to talk to 

Mr. Rangel. Dr. Pollin, to what degree have you foUi-J an in- 
crease in drug abuse to be targeted in black, Hispanic, and poor 
communities? 

Dr. Polun. There is a differential change in drug abuse. While 
overall national prevalence is coming down, prevalence in ethnic 
minority communities is continuing at the same high level and we 
would not be surprised to see it increase. 

Mr. Rangel. Now, in your research, would you find that these 
areas are the same areas of high unemployment? 

Mr. Polun. I suspect that that would be tru«, but our data thus 
far does not suggest a direct relationship between economic condi- 
tions on the one hand and drug use on the other. 

We find that there are other factors, such as demographic 
changes, attitudes toward drugs, awareness of health consequences, 
family structure and the like 

Mr. Rangel. Let me ask this. Would this normally be the type of 
community where people will be calling Washington or Rockville to 
ask for assistance for their children? 

Dr. Polun. Well, that is only one of several avenues open, Mr. 
Chairman. But, if I might 

Mr. Rangel. Could we strike out dropping a dime to Rockville 
and move onto the other avenues because I want to leave this hear- 
ing and having the members of this committee be better advised as 
to what Federal resources are available no that we can go back to 
our respective districts and say we are doing a job, and, Dr. Daven- 
port has indicated that they are training teachers on a regional 
basis, Dr. Brandt has pointed out that there is a lot of information 
available to parents if they call Rockville, MD, and you are about 
now to tell me about the other resources that are available, aren't 
you? 

*u Dl i P U 0LLIN } am > Mr - Chairman, but if you would permit me, I 
think that rather than limit our discussion merely to available re- 
sources and level of effort, in some ways, we're in a fortunate posi- 
tion with regard to changes in drug use patterns in that we have 
quite complete current trend "data which show the consequences of 
the efforts we ve made. 

The changes which have taken place during the past 6 years in 
terms of changes in attitude, changes in perception of health risks, 
substantial increase in the percentage of people who are more neg- 
atively predisposed toward the use of drugs, and the parallel de- 
creases in the numbers of people and especially the numbers of 
young people using drugs, gives us not only a measure of resou-ces 
and level of effort, but a measure of the success to lich Federal 
efforts, to some degree, have certainly contributed. 

Mr Rangel. Well, Dr. Brandt made that abundantly clear, that 
we should be thankful that two out of three are not abusers. So, 
I m not knocking the effort, I'm just saying, Could you share with 
me what tools you're using in order to have such a high batting 
average that would limit it to one kid out of three? 
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Dr. Pollin. If I might just expand on that figure, the one out of 
three refers to people who have ever used. It does not include fre- 
quent use, the number who have abused or who are addicted would 
be considerably smaller. 

Mr. Rangel. Well, let me ask you, Dr. Pollin, since I have known 
you for a number of years and you are an expert in this field. 

Do we have more drug abusers today than we had last year or 
the year before, the year before that? What is the trend in terms of 
drug abuse? 

Dr. Polun. In my opinion, the overall trend nationwide is down. 
Mr. Rangel. By what percentage? 

Dr. Polun. It varies with the drug. If we take the most widely 
abused drug, which is marijuana; focus on the number of abusers; 
and further focus on the serious abusers, those that were using 
daily or more frequently, tha ; percentage has been cut in half since 
1978. 

To return to your prior question, Mr. Chairman, what activities 
and resources are we additionally involved in? We have been par- 
ticularly concerned for a number of years about the possibility that 
prevalence and abuse would increase in ethnic minority communi- 
ties because of the different demographics that we've referred to, 
and we'd like to submit for the record, some of our current and 
very recent activities to initiate msyor new efforts in ethnic com- 
munities. 

We have helped to set up recently a black advisory group with 
representatives from the NAACP, the Urban League, Ministerial 
League, and other mcgor black organizations, and hope to be able 
to help them in their autonomous efforts to initiate those kinds of 
community and family efforts in black communities that have been 
so successful in white middle class communities. 

We are planning the same thing with Hispanic and American 
Indian groups, and we have high hopes for that effort. 

Mr. Rangel. Is there any inconsistency, Dr. Pollin, in what 
you've just told m« and in the summary of testimony by Dr. Brandt 
where he indicates that there has been a steady increase in the use 
of all drugs among young people, not just a growing abuse of mari- 
juana? 

Dr. Pollin. A steady increase in the abuse? t 
Mr. Rangel. Maybe it's a typographical error, but this is what s 

attributed to Dr. Brandt's statement. 
Dr. Brandt. Well, that must be a typographical error because 

there is a steady decrease, not a steady increase. Where is that m 

my testimony? 

Mr. Rangel. It's the first page. It says, "the Department of Edu- 
cation, Health and Human Services work in conjunction with edu- 
cation preventive efforts, demographic or drug abuse that there has 
been a steady increase in the abuse of all drugs among young 
people, not just a growing abuse of marijuana. 

"Bullet 2, 64 percent of all young people try an illicit drug before 
they finish high school." Do you have any problem with that state- 
ment? 

Dr. Brandt. No. 
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Mr. Kanchci. "Bullet 3, 1 in 18 high school seniors is actively 
using marijuana daily or nearly daily basis; 20 percent have done 
so for at least a /nonth some time in their lives. 

"Bullet 4, 1 in every 16 seniors is drinking alcohol daily. Over 40 
percent have had five or more drinks," and the last bullet here, 
one-third of the American household population over age 12 has 
used marijuana, cocaine, heroin, for nonmedical purposes at some 
time during their life, and then something which clearly is true in 
New York, there has been a sharp rise in medical emergency room 
incidents involving cocaine, marijuana, PCP, and heroin. 

So, is that your statement? 

Dr. Brandt. Well, 

Mr. Rangkl. I mean, does it sound familiar as something that 
would come out of Health and Human Services? 

Dr. Brandt. Well, there is no question that if you look at the 
statement, in the period of time between the late fifties and the 
laid seventies there was a steady increase in drug abuse. 

Mr. Rangkl. You m^an the statement relates to the late fif- 
ties 

Dr. Brandt. No, sir, but, the statement— if you read the state- 
ment on page 2, it says that nearly a thirtyfold increase— the 
steady increase in drug abuse has not been limited to marijuana. 
We were talking about that period of time from the fifties to the 
seventies. 

^ Mr. Rangkl, Do you have your summary in front of you because 

Dr. Brandt. Yes, sir, I do. 
Mr. Rangkl. Pardon? 

Dr. Brandt. I have the statement in front of me, yes, sir. 

Mr. Rangkl. I see. And, where did the staff r;et the remark that 
there s a steady increase in the abuse of all drugs and the doctor's 
saying that there is not a steady increase? 

Dr. Brandt. If you look on page X of my statement, right below 
all of those bullets, it says in terms cf the number of users nation- 
wide, use of many drugs has begun to decrease. That's what we 
have found in a number of our surveys. We agree with all of these 
buPets. There is no question that all of these have occurred. That 
nearly 2 out of every ii young people try an illicit drug before they 
finish high school. 

That's for sure— that happens. 

Mr. Rangkl. Well, it seems as though, you know, I didn't let Dr. 
Davenport complete his statement that relates to law enforcement, 
but they claim that we got bumper crops coming in of cocaine and 
heroin and hashish and marijuana, and if there are less and less 
people using more and more that's coming in, somebody must be 
consuming it. 

Dr. Brandt. Well, 1 think that the issue when we deal with any 
kind of substance abuse and that includes smoking, alcohol, drugs, 
and so forth— that the heavy users continue. It is very difficult to 
get someone who is addicted to heroin or addicted to cocaine off 
those substances. 

The issue is the difference between use, abuse, and addiction, and 
that's what we Ye attempting to claikify— that's where the numbers 
get confused. 
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Mr, Ranoki.. We have 1,50' ■ people in the city of New York 
trying to get help, and you believe that's a local problem? 

Dr. Brandt. Well, I believe that that certainly is a problem in 
New York City, yes, sir, and that is, therefore, in that sense, a local 
problem. 

Mr. Rangel. We find in the city of New York a backlog of 2,000 
criminal cases that are drug related. Is that a local problem? 

Dr. Brandt. It's a local problem in that it involves New York 
City, sure. / 

Mr. Rangel. OK. IWe find in New York City over half a million 
people addicted to drugs. Is that a local problem? 

Dr. Brandt. It is a problem that deals with a local area and one 
that requires a solution that involves all of us in trying to solve the 
problem. 

Mr. Rangel. And, some of our efforts to assist the city of New 
York as relates to education, prevention, and rehabilitation, it is 
the block grant which you believe is the best way to go about this, 
the training on the regional basis of some of our teachers, and the 
available information fo' those who call Rockville, MD? 

Dr. Brandt. Well, addition to that, of course, we are, in fact, 
providing technical assistance in a variety of ways to State authori- 
ties should they request it or should they wish it. 

We have tried to work recently with the city and State of New 
York to try to solve the methadone clinic backlog problem that 
you're referring. We have worked with those two governments for 
some time, particularly when the supply of heroin reportedly was 
beginning to go down and many of the heroin addicts showed up at 
methadone clinics in rather large numbers. We worked with them 
to try to solve that problem in a way that w *uld allow the local 
governments to be as responsive as possible. 

So, we are, in fact, trying to work with the local officials as they 
attempt to solve problems that occur in their areas of responsibil- 
ity, and we will continue to do so. 

Mr. Rangel. Do you still believe that there should be any Feder- 
al programs or Federal presence as it relates to drug education, 
prevention, and rehabilitation? 

Dr. Brandt. I think we have a Federal presence in that, and I 
think that our presence is, in fact, the primary source of education- 
al and prevention information. In * ict, the national 

Mr. Rangel. Where is the presence? Through the block grant? 

Dr. Brandt. Well, you're talking about dollars, or you're talking 
about information? 

Mr. Rangel. I'm talking about someone asking their Congress- 
man. They have a kid that's addicted to drugs or he's using drugs, 
and they want to go to some Federal office for help and we want to 
be able to tell thorn where to go. 

Dr. Brandt. Well, if they want to go to a Federal office for treat- 
ment of their child who is addicted to drugs, there is no such activi- 
ty, and never has been, as far as I know. 

Mr. Rangel. They want to go to a Federal office to pick up infor- 
mation. If they want to go to a Federal office for treatment, you 
don't believe that that should be? 
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Dr. Brandt. I think that treatment, medical care in this country 
has always been handled locally, and it should be handled locally, 
and- — 

Mr. Rangel. Well, if we have programs that would be funded di- 
rectly by the Federal Government? 

Dr. Brandt. The fun Is are there now permitting the State of 
New York and the city of New York to decide their best priorities 
and to follow up. And we do have an office in New York City to 
which people can go if they want this information. 

Mr. Rangel. As far as you're concerned, you're proud of the job 
that the Federal Government is ioing in this area. Do you think 
it's improving and it will get better? 

Dr. Brandt. I think that the job that we are doing is improving 
and that it will continue to improve, yes. 

Mr. Rangel. Mr. Akaka? « 

Mr. Akaka. Thank you very much, Mr. Chairman. 

Dr. Davenport 

I>. Davenport. Yes, sir? 

Mr. Akaka [continuing]. Does the Department of Education 
think that this problem is so extensive and eerious for the future of 
our country that the Department of Education has established 
some priority for drug abuse treatment and programs? 

Dr. Davenport. We believe that there is a need for the Depart- 
ment of Education to be involved. That's why we have the drug 
abuse education program which I outlined earlier. This program in- 
volves the five regional training centers, and, I should add very 
quickly* not only train the teachers, but also train the parents to 
go back to work in their communities. Each team trains another 
team to work at these problems in their school districts. 

Mr. Akaka. I ask that question as to what priority it was for you 
because we see that funding is not really commensurate to the im- 
portance of the program, and this is a point that we want to look 
into as you continue your plans. 

I also note that you call the team approach, school team ap- 
proach program, as the backbone of your drug abuse treatment ac- 
tivity. You also hav3 included parents as well as teachers and also 
have involved some Government agencies in your efforts. 

Let me ask you in particular, what funding is presently being 
given this program? 

Dr. Davenport. Approximately $2.8 million this year. As you 
know, this year we have requested additional funds under chapter 
2 for fiscal year 1985. 

We believe that decisions about local priorities and the best ap- 
proaches to meet those priorities can most effectively be made at 4 
the local level. We have asked for an increase of over $200 million 
for our block grant program. 

Mr. Akaka. And, you're spending $2.8 million. How many staff 
are assigned to this program? 

Dr. Davenport. Staffing? Let me provide that for the record, Mr. 
Chairman. 

One person has load responsibility for the administration of the program and 
other staff members are available as needed. 
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Mr. Akaka. All right. Fine, that will be fine. Do you foresee, be- 
cause of the importance of the program, anv increase in funding 
for this program based on increased demands for drug education? 

Dr. Davenport. We have a proposed increase for next year in 
the program, I believe it's about $130,000. 

Mr. Rangel. How much did you say? 

Dr. Davenport. About $130,000. 

Mr. Rangel. $130,000. 

Dr. Davenport. Because, Mr. Chairman, we requested an in- 
crease of over $200 million in the block grant program that can be 
used by school districts that find drug abuse education a priority in 
their communities. '' 

Mr. Akaka. In your testimony, you've stated in several pages 
what you have been doing with your school team approach. 

Can you explain why the administration has not given the school 
team approach program more visibility than it has? 

Dr. Davenport. We believe that it has been given significant vis- 
ibility. We have been working with other agencies on various task 
forces here in Washington, such as HHS, ACTION, and others, who 
are working in this field, to spread the word even further. 

If you talk to various people at the technical assistance centers. I 
believe they'd be very proud of the job that they've been doing. The 
same is true of the school systems that have had these teams work- 
ing in their schools. I believe they would be very pleased with the 
activities of their teams. 

We believe the program has gained prominence. We're looking at 
ways to work cooperatively with other agencies in Washington to 
increase its impact. 

Mr. Akaka. My particular interest in this is to know how you 
regard this program and its importance. I would like to know what 
you are doing in your activities, where you are putting your money 
and how you are placing your staffs. 

And, I particularly wanted to ask you about staffing because I 
received word that the school team approach has been reduced 
from six staff to one, but I'm sure we'll get that in the information 
that you submit. 

Dr. Davenport. Mr. Chairman, the number of staff here in 
Washington doesn't have a relationship to what we're doing out in 
the Held. 

The staff here in Washington was really to facilitate getting the 
money to the regional centers which actually Jo the training. 

There is no relationship between the number of people we have 
here in Washington sitting in an office and the import of the pro- 
gram. Our major responsibility is to get the money out to the train- 
ing centers to allow them to do the actual training, and not to have 
people here sitting in an office because there was very little for 
them to do. 

Mr. Akaka. So, you have reduced it from six to one here in 
Washington? 

Dr. Davenport. I don't have the staffing patterns here, but the 
number of people is irrelevant. The relevant factor is that the same 
amount of money is going to the training technical assistance cen- 
ters that are actually doing the job. 
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Mr. Akaka. So, you are telling me that you depend a lot on the 
staffing that's done on the local level to carry out these programs? 

Dr. Davenport. We fund five regional training centers that pro- 
vide the training and technical assistance to the local school dis- 
tricts. 

The money is to allow those five training centers to provide the 
services. They didn't need six people telling them what to do, what 
they needed was the money to provide the training. 

What Dobs a Team Do? How Does it Operate? 

The Alcohol and Drug Abuse Program funds five regional centers which develop 
problem solving "teams ' of educators from each local school partic'pating in the 
program. The responsibility of each team is, in general, to develop and implement 
activities that address their school's needs and circumstances with respect to alcohol 
and drug abuse. The team consists of five to seven persons, and is usually headed by 
the school principal or an assistant principal. The importance of this fact cannot be 
overstated. It means that the team is headed by a person with decision-making au- 
thority in the school organization. It also means that the program will have the ben- 
efit of support from those persons in the school responsible for providing leadership 
and direction to all aspects of the school's program. 

What does the "team" do? First, the team receives training at the regional center. 
The training provides team members with knowledge and problem solving skills. 
The training includes such things as up-to-date information about drug and alcohol 
abuse and introduction of program models; i.e., peers against drug abuse, in-school 
suspension, new methods of classroom management, in-service teacher training, stu- 
dents against drinking and driving, school alcohol and drug policies, parent involve- 
ment against drug abuse. 

Program development skills are provided in such areas as conPict resolution, 
identification of school alcohol and drug abuse problems, counseling, decision- 
making, communications and problem solving. 

From the methods and models presented, the team develops a plan of action that 
is its own. i.e. a plan of action developed in response to its unique school situation. 
The team does four important things: first, it shares the knowledge it has received 
with others in the school community; second, it provides training to other school 
personnel and community representatives; third, the team serves as an on-going re- 
source for problem solving in the school; and fourth, the team provides support to 
the entire school as it implements the school's action plan. When a cluster of teams 
ik funded it serves as a problem solving resource for the whole school district. 

The latter two tasks of the team are of critical importance. In order for a program 
to be successful, newly acquired knowledge and skills must be translated into action. 
The resource activities of the team insure that as a school begins to implement its 
plan, staff will have someone to go to if they encounter difficulties or have further 
questions. The regional centers also provide on-site technical assistance to partici- 
pating schools. Through the data base contract, teams have continuing access to the 
most current information. 

Mr. Akaka. Now, this also points out another kind of problem 
that can exist and which does exist, not oily with your agency, but 
with most Federal agencies, and that is the relationship of working 
with local, State authorities. 

How would you assess your relationship with the State and local 
agencies? 

Dr. Davenport. Excellent. 

Mr. Akaka. Does this mean also, whon you say excellent, that 
this has reduced drug abuse in the schools and in the communities 
that you work with? 

Dr. Davknpokt. I think overall the school districts would say 
that the team approach has assisted them in dealing with their 
local problems. 

If you are asking the degree to which they have relaxed drug 
abuse I wouldn't be able to answer that. But, if you are asking 
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whether they have been successful in the school districts, then 
evaluations tell us that they have been. 

Let me explain the organization to you. We contract with the re- 
gional centers which subcontract, with school districts for the orga- 
nization and training of school teams. These teams include parents, 
teachers, administrators, and students who devise local solutions 
for that communities alcohol and drug abuse problems. 

Only local public school districts and private schools may apply 
for assistance underneath the Alcohol and Drrg Abuse Education 
Program. 

Elementary schools are not eligible. Our focus is on grades 7 
through 12. Applications from local school districts and private 
schools to participate as subcontractors in the Alcohol and Drug 
Abuse Education Program may be submitted to the Department of 
Education, regional contractors, the five regional training centers I 
mentioned earlier. 

Mr. Akaka. I see. As you know, this hearing is being held to 
make an effort to review our Federal initiatives r s you are doing 
with local and State groups. Also, 4 we are looking at the text of 
block grant funding and the reason for that is that we hear from 
the local levels. They, in a sense, complain that they are not receiv- 
ing enough funds, that they have been cut in funds. I know the 
answer has been, it's more cost effective, and we want to look into 
that. We are looking towards the need for increased Federal leader- 
ship, and that's why I asked the question about your relationship 
with local and State governments as well as with Federal agencies. 

How, you point out that you have ono person 

Dr. Davenport. No, I didn't. 

Mr. Akaka [continuing]. Here in Washington 

Dr. Davenport. No, Congressman, you did. I said I would provide 
that for the record. 

Mr. Akaka. Right. I did. That's the word I got, and if it is true, I 
worry about how one person can attend to the many needs at the 
State and local level. 

Dr. Davenport. That's not their job. There is a misunderstand- 
ing about the functions of this office. 

No one person has the job of providing leadership. Leadership is 
provided by the Secretary and the Undersecretary, myself and the 
chapter 2 program staff and the State and local educational pro- 
gram staff. The position that you're talking about is responsible for 
facilitating to those five regional centers. 

The coordination effort between HHS, ACTION, and the others 
is a departmental effort. The number of staff people in the Wash- 
ington program office has no relationship to the impact of the re- 
gional centers. This program office makes sure that the contracts 
are being carried out effectively, it is only one small part of our 
leadership efforts. 

Mr. Akaka. Well, thank you very much for your time. 

Mr. Rangkl. Thank you very much, Mr. Akaka. 

Mr. Coughlin? 

Mr. Coughlin. Thank you very much, Mr. Chairman. I must say 
that I somewhat disagree with my distinguished colleague and 
friend, the chairman of the committee. 
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I do believe that the President, the First Lady and the adminis- 
tration have had a higher visibility in the area of drug abuse and 
placed a higher priority on the area of drug abuse than any other 
administration in my knowledge, and I've been here for 16 years. I 
want to commend him for that. 

At the same time, my experience in many hearings before this 
committee, has led me to believe that drug abuse education, 
indeed, is a : r ery key part of the whole formula. As long as the 
demand is there, as long as the money is there, and we can do all 
the interdiction work we want, there will still be a supply because 
it's a huge business. 

I just want to follow up, if I might, a little bit on the question of 
drug abuse education. The law presently provides, as you indicate 
in your testimony, Mr. Davenport, on page 9, that 20 percent of the 
St te funds must be expended on alcohol and drug abuse preven- 
tion and education programs. 

Do you monitor the nature of those programs from a Federal 
standpoint? 

Dr. Brandt. I believe that's in my testimony rather than that of 
the Department of Education. We administer that particular block, 
Congressman. 

We monitor, first, to be sui^e that they are meeting the criteria of 
the law. That's a requirement. 

We monitor what they are using funds for, in an informal way— 
largely because of our close work with the National Association of 
Alcohol and Drug Abuse Directors, State Alcohol Drug Abuse and 
NASADAD. 

We do not try to monitor it on a rigid kind of basis so that we do 
not know precisely what every school district or every locality is 
doing. We have some idea of what they are doing largely because 
much of what they do is based upon materials that we prepare 
and/or ideas that we have developed. They get that kind of infor- 
mation from us and make use of it. That gives us another source of 
information about what they are doing. 

Mr. Coughlin. Do we have any data on how many States re- 
quire, say, how many hours of drug abuse education per semester? 

Dr. Brandt. No, we don't have any such information. 

Mr. Coughlin. Does the Department of Education have such in- 
formation? 

Dr. Davenport. No, sir. 

Mr. Coughlin. Would it be useful if the Congress mandated that 
the Federal block grant funds were contingent upon the States pro- 
viding some specific number of hours for drug abuse education per 
semester? 

Dr. Brandt. I would think, Congressman, that if one uses the 
broadest definition of drug abuse, then I think it makes sense to 
try to make sure that this is included. But my own view is that the 
most effective educational programs are those that make the young 
people aware of their own concepts of self-worth, and aware of 
their own ability to promote their good health in all spheres of ac- 
tivity. 

What is clearly seen in many of the studies is that if you're not 
cautious when you decrease the use of pot in high school students, 
you increase the use of alcohol. Really trading one drug for an- 
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other. I think it would have to be very, very carefully done be- 
cause—frankly, it's not something I've thought about directly. 

But, I think it would have to be within the total context of trying 
to get people to recognize the adverse health consequence of drugs, 
improving their own concept of health as an important part of 
their being. We would be pleased to try to think this through a 
little bit more and talk to you about it 

Mr. Coughun. Does either of the Department of HHS or the De- 
partment of Education provide to the States a model drug and alco- 
hol abuse program that would be for so many hours a semester, 
that could be presented to students in the 7 to 12 grades, in par- 
ticular? 

Dr. Brandt. Well, we have such curricula outlines available now 
for teachers that wish to use them or schools that wish to use 
them. There is a publication called "Teaching Tools" that outlines 
what curricula is available and we certainly could make that more 
available and more widepsread. 

Mr. Rangf.l. How much does that cost? 

Dr. Brandt. I don't know the answer to that. We will let you 
know. 

Mr. Coughun. Could you provide that for the record? 

Dr. Brandt. Yes. 'Teaching Tools for Primary Prevention" is 
free of charge anc available in unlimited copies. 

M \ Coughun. If a school district wanted to install a program of 
drug and alcohol abuse education for so many hours a semester 
and applied to you, it would be able to get such a program; is that 
correct? 

Dr. Brandt. We can give them an outline of such a program, yes, 
and what it would cost, I'll just have to let you know. 

Mr. Coughun. Would that program include teaching materials, 
movies, slides, posters? What would that 

Dr. Brandt. It would include educational materials and we have 
a new drug education module that has recently been developed. It 
is available through the Centers for Disease Control, so that there 
is a wide variety of materials available to them. 

Mr. Coughun. Do you have a standard program that the Federal 
Government can say, here is our best effort, here's a 4-hour a se- 
mester drug abuse program that we have found effective? 

I realize this may be tailored to individual parts of the country, 
but do we have such a program complete with educational materi- 
als? 1 

Dr. Brandt. We have an outline of such a program which then 
permits the teachers to choose and to use, depending upon the 
kinds of students they have and the circumstances under which 
such education is offered— the materials most suited to their needs. 
The answer, I think, to your question would be yes, with the modi- 
fication that we have to allow the individual school some voice in 
what they teach. That would be the caveat, I suppose. 

Mr. Coughun. And, if the Congress should mandate that a part 
of this 20 percent for drug abuse prevention be used to install that 
program in every school in the particular State, what would be 
your reaction to that? 

Dr. Brandt. Well, my reaction to it would be as follows. We are 
in favor of removing all of the requirements on this block grant be- 
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cause we are convinced that the current earmarks that are in 
there do, in fact, hamstring the ability of the States and the local 
officials to respond to the kinds of problems that they deal with. 

It makes it impossible for N°w York to respond to the backlog 
that they have for methadone treatment through the use of block 
grant funds because the amount of block grant funds available for 
drug abuse are limited by the law. 

Our own view would be that we would do better by removing all 
of the earmarks and letting the States make these options. We can 
market the kind of information to the States who really want to 
get into drug education modules and let them use it to meet what- 
ever their basic needs are, to spend those moneys for whatever 
their basic needs are. 

It a clear from the various reports that are pending across the 
country that total expenditures for drug abuse prevention and 
treatment, have gone up by some 10 percent from 1980 to 1982 in- 
dicating that a lot of people are getting into this, are interested in 
it, and are trying to do something about it. 

Mr. Coughlin.. But, neither in the Department of Health and 
Human Services nor the Department of Education do we know how 
many States mandate how many hours of drug abuse education per 
semester? 

Dr. Brandt. We do not know that, no, sir. We can look and see 
whether there's some place in the Department we might have that 
information, and, if so, I'll be happy to supply it. But, I don't know. 

Mr. Coughlin. How about the Department of Education? 

Dr. Davenport. Wr don't know either, Congressman. We would 
also have to check to see if there is someone in the Department 
that might have it. 

The information is not available in the U.S. Department of Education or any- 
where else to our knowledge on a national basis. 

Mr. Coughlin. If you have that, could you provide it for the 
record, and, if not, I would suggest that it would be very useful in- 
formation to have, to really find out how much drug abuse educa- 
tion we are actually giving to our young people and what the 
nature of those programs are. I'll yiold in just a moment because 
that comes back to my prime concern that if the demand is there, 
the supply is going to be there, and if we're not reducing the 
demand by appropriate drug abuse education and alcohol abuse 
education of our young people, we're never going to really solve the 
problem. 

I^et me yield back, Mr. Chairman. 

Mr. Rangel. Mr. Hall of Texas. 

Mr. Hall. Thank you, Mr. Chairman. 

You know, listening to the testimony of the three gentlemen at 
the desk reminH me of the firing squad that lined up in a circle. 
They shot each other. 

I'm concerned about what I've heard here this morning. It ap- 
pears to me that it's a typical bureaucratic mess in trying to ad- 
minister something that no one really knows what the end result is 
going to be. 
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In the last question, for instance, you don't know how much drug 
abuse education is being supplied to the youth. I don't understand 
why you don't know that, being head of this area that supplies it. 

Second, I'm not too sure that, from the testimony I've heard this 
morning, that this is getting down to the people that it's suppose to 
help. Now, we hear a lot about the funds, and we hear a lot about 
something here in Maryland where you can do certain things, but 
the thing that impressed me more than anything is someone men- 
tioned earlier about maybe a school or classroom in New York 
where 20 percent of the— someone correct me if I got this wrong, in 
that class are drug addicts. Did I hear that properly? 

Was that from you, Dr. Davenport? 

Dr. Davenport. No, sir. 

Dr. Brandt. Not from me either. 

Mr. Rangel. Well, the Chair said that. 

Mr. Hall. Somebody said it. 

Mr. Rangel. Well, if we have two-thirds of the kids that are not 
using drugs, I assume that one-third are, and this would be the 
statement given by Dr. Brandt that we should thank God for two- 
thirds who are not. 

Mr. Hall. Well, that doesn't satisfy me, Mr. Chairman, with that 
answer. 

Mr. Brandt. Let me 

Mr. Hall. Dr. Brandt, let me ask you a question. Suppose what 
the chairman said is true, and I'm sure that it is, because we've 
had testimony in New York City about the tragic consequences of 
schools there, I won't go into it. But where you have a class like 
that and you say that 20 percent of those people are drug addicts 
or drug users, I m assuming that the teacher of that class knows 
that. Would that be a fair statement? 

Dr. Brandt. I would assume that they would know it, yes. 

Mr. Hall. Well, if you assume that the teacher knows that, what 
program do any of you have that wouid help those people that are 
drug addicts? 

Dr. Brandt. Well, there are drug abuse treatment centers that 
are locally operated by local physicians and by local authorities 
throughout the country. In fact, they always have been operated by 
local authorities as are all other medical care programs. 

Now, I'm from Texas like you are, sir, and I can tell you, having 
sat on the board of those programs and having been involved in 
them, they are everywhere in the country and available. Student 
drug abusers would be referred by the teacher through the school 
system to the local drug abuse authorities for treatment. 

Mr. Hall. Well, after the teacher refers them to the school 
people who eventually refer them io the centers, is there any fol- 
lowup to see if that treatment is administered to those people? 

Dr. Brandt. Yes, the local authorities— again, .he local people 
providing the treatment almost always provide followup to try to 
determine whether or not: (a) the treatment was effective, and (b) 
whether or not the person continued in the program. 

One of the issues has been in the past has been the length of 
time that was required to accomplish this. In the past it has been 
dealt with on a basis of 21 to 30 days. Now, we advocate that they 
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follow them for ut least 6 months to try to determine whether or 
not they are staying off of drugs. 

Mr. Hall. Have you determined whether or not that theory is 
working in actual practice? 

Dr. Brandt. We have evidence through various surveys that, in 
fact, it does work if the counselors do maintain contact with the 
people and keep them off of the drugs of abuse. 

Mr. Hall. Is that counselor funded by Federal funds? 

Dr. Brandt. They may or may not be. There has always been a 
wide combination of moneys that have been used in drug abuse 
programs, and from what source an individual counselor is paid 
will vary a great deal because they are sometimes paid by fees of 
the people participating in the program, by local moneys, by State 
dollars and by Federal dollars, and by insurance— third party 
payors. 

Mr. Hall. Has the „Department of Health and Human Services 
ever conducted a survey on a pilot school or a certain place to de- 
termine whether or not what you have just indicated should be 
done has worked? 

Dr. Brandt. Yes. 

Mr. Hall. Where? 

Dr. Pollin. We've conducted and are presently continuing a 
number of very large-scale treatment outcome studies. They are 
not specifically focused on a given school or classroom, but they are 
looking at the treatment effectiveness of a wide variety of all of the 
treatment modalities currently used, and as Dr. Brandt indicated, 
they do clearly show that where drug users do remain in a treat- 
ment program for any significant period of time, treatment cur- 
rently available is effective. 

Mr. Hall. Have you ever conducted such a survey on one school 
to see if it works for that one particular area? 

Dr. Pollin. To the best of my knowledge, there has been no 
study specifically focused on one school. There have been and are 
continuing studies in individual communities which include a 
number of schools, but would not be limited just to one school. 

Mr. Hall. Well, is it the testimony of each of you gentlemen that 
there is a need for additional funds over and above what funding 
you have at this time? 

Dr. Brandt. For the purposes of drug abuse prevention and 

Mr. Hall. Yes. 

Dr. Brandt. Treatment, I think 

Mr. Hall. Yes. 

Dr. Brandt [continuing]. That with the kind of problem that 
exists, at the present time, total funding from all sources is prob- 
ably not adequate to attack the whole problem. 

However, it is increasing. Mr. Hall, you also asked us whether or 
not we knew what we were doing, and why we didn't, and I would 
like to point out to you some evidence of what is going on, and I'll 
supply these for the record. 

[See charts on pp. 23-27.] 
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Past Year Experience with Illicit Drug Use* 

1982 




Some 
None 



Household Population 12 and Older 



Youth 
12-17 

22% 

78 



Young Adults 
18-25 

44% 

56 



Adults 
26 and Older 

12% 

88 



•Includes Mariiuana, Hallucinogens. Cocaine, Heroin or Prescription-type Psychotherapeutic 
Drugs (Stimulants, Sedatives, Tranquilizers and Analgesics) for Nonmedical Purposes. 



Source NIDA, National Survey on Drug Abuse. 1982. 
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Never 



Household Population 1 2 and Older 



Youth 
12-17 

28% 

72 



Young Adults 
18-25 

66% 

34 



Adults 
26 and Older 

25% 

75 



"Inchdes Manjuan.v Hallucinogens, Cocaine, Heroin, or Prescription-type Psychotherapeutic 
Druus (Stimulants. Sedatives, Tranquilizers and Analgesics) for Nonmedical Purposes. 



Source NIDA, National Survey on Drug Abuse, 1982. 
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Trends in Prevalence of Current 1 Cocaine Use by 
High School Seniors and Young Adults 18-25: 1974-1983 
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There is the prevalence of the use of illicit drugs in high school 
seniors within the past month. This peaked around 1979. Since 
1979, it is steadily decreasing. This is all illicit drugs. 

Mr. Hall. Now, is that all drugs? 

Dr. Brandt. Any illicit drug. Marijuana is shown in white and 
other drugs in black. If you look here at— and we were talking a 
minute ago, I gave the overall figure of one-third of America. If you 
look at youth, between the ages of 12 and 17, the past vear experi- 
ence with illicit drug use indicates that 22 percent of them used 
some drugs. 

That does not mean that they are addicted, it does not mean that 
they are necessarily using it on a daily basis or more frequently. 
But, rather, that they had soaie exposure to it. The largest group 
that had exposure were the young adults between 18 and 25. This 
is 1982 data. If you look at any lifetime experience with illicit drug 
use, the youth again, 12 to 17, IS percent is indicated. 

Those figures are all coming down, coming down slower than any 
of us would like, but they are, nevertheless, coming down. That, it 
seems to me, is some evidence that the educational programs— and 
I fully agree with you, that education is the key to this effort— are 
beginning to work. 

Now, you know, if I had my way, that figure would be down to 
zero, but there are a lot of very, very potent forces operating 
against us. It's a big profit making business out there, and there 
are a lot of people in it. I think that the efforts that are being 
made are beginning to show some promise, beginning to show some 
results, and I think with some intensification cf these efforts, that 
these trends can continue. 

Mr. Hall. Is that your same testimony, Dr. Davenport, essential- 
ly in the area that yon operate? 

Dr. Davenport. Yes, sir. We believe our budget request is ade- 
quate for our contribution at this point. 

Through our emphasis on private sector initiatives we are 
moving to involve more people in solving this problem. The same is 
true of our work with parent groups. We have asked for a modest 
increase for the program for next year, and we believe that is the 
appropriate level of funding. 

Mr. Hall. When you speak of the private sector, explain to me 
what you mean by that. 

Dr. Davenport. Attempting to get service clubs, corporations 
and others involved in providing funding or assistance to these pro- 
grams. 

Mr. Hall. Are you being successful in that effort? 

Dr. Davenport. There has been some success in this effort. Some 
of the things Peoples Drug Stores is doing with HHS along with 
several other initiatives are successful. 

Mr. Hall I yield back the balance of time. 

Mr. Ranqel. Mr. Shaw of Florida. 

Mr. Shaw. I have no questions, Mr. Chairman. 

Mr. Ranoel. Well, I just want to have the record clear that any 
statement I made that implied that the First Lady was not visible 
in connection with her concern about drug abuse was not intended, 
even though the questions of priorities of the administration in 
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terms of education prevention is an on-going effort by this commit- 
tee. 

It's a little difficult for me to understand how you reached the 
statistic of the decline, and maybe that's because of the area that I 
represent as it relates to drug addiction and things that Dr. Pollin 
has emphasised that in the minority communities, there is a sharp- 
er increase in abuse of all drugs. 

By the same token, it would seem to me that if other communi- 
ties had the same type of dropout rate and unemployment rate as I 
find in some parts of my district, it would be very difficult for you 
to accumulate the type of data that you have in terms of showing a 
decline. 

And, with the materials that are available that you were talking 
to Mr. Coughlin about, those materials are for sale, aren't they? 
Dr. Branot. The 

Mr. Rangel. You've stopped all of this 

Dr. Brandt. Oh, no, no, no, no, no. We make a lot of information 
available, but the implementation of it may, in fact, cost money 
and I'll have to supply you the specifics with respect to that. 

Mr. Rangel. I'm talking about the publications, it's my under- 
standing that in May 1983 these materials were available one to 
each person, and that when you want them for school classes, that 
you have to purchase them rather than receive them free as in the 
past. 

Dr. Brandt. Well, there may be some for which that's true. But 
for many of these pamphlets I have here and for others, that's not 
true. 

Mr. Rangel. That's not the Peoples' pamphlet that you have 
there? 

Dr. Brandt. No, sir, that's not. 

Mr Rangel. But, educational materials are provided free for 
classroom use? t 

Dr. Branot. Some— yes, it depends a little bit upon what educa- 
tional materials you're talking about, but many of them are free. 

Mr. Rangel. Anything that are tools for the teachers — - 

Dr. Brandt. Some are free and some are not, and, yes, sir. 

Mr. Rangel. This school team that you talk about, what is a 
school team, Dr. Davenport? 

Dr. Davenport. It's made up of faculty administrators and 

Mr. Rangel. I mean, what area would it cover and what number 
of people are involved? 

Dr. Davenport. There were 140— in 1983, there will be 140 

Mr. Rangel. Let me try it again. You said the Federal invest- 
ment for each school team, you're not oaying that each public 
school has a team that's funded for $20,000? 

Dr. Davenport. Each team that we fund costs about 520,000. Dis- 
tricts they can also use their chapter 2 funds if they want, but this 
figure represents what we fund under the alcohol and drug abuse 
program. 

In fiscal year 19H8, 185 teams were funded at a total cost of $153,170. This is an 
average cost of $4,245 per team. 

Mr. Rangel. But, are you familiar at all with how New York 
City is set up, with its school districts and 
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Dr. Davenport. Yes sir. 

Mr. Rangel. Well, how many teams would you have this year in 
the city of New York? 

Dr. Davenport. I'd have to provide that for the record. I don't 
know. 

, N° New Yo r k £ty ^h 00 ' 8 applied for fundinc in fiscal vear 1984. One New York 
Lity (immunity School District has applied for funding this year— fiscal year 1985. 

Mr. Rangel. Just a gamble, you know. It's the capital drug abus- 
ing city of the world. So 

Dr. Davenport. I would hope to provide it for the record. I'm 
just not aware of the 

Mr. Rangel. Chicago? How about the District of Columbia, how 
many teams would you have in the District of Columbia? 

Dr. Davenport. I didn't bring specific information on each place 
there is a team, but I woulc? be able to provide that for the record. 

No teams from the District of Columbia have applied for funding. 

Mr. Rangel. Where do you have your team concentrated? 
Dr. Davenport. I don't have that with me. 
Mr. Rangel. How many teams do you have? 
Dr. Davenport. 140 new teams this year. 
Mr. Rangel. How many old teams? 
Dr. Davenport. A total of 4,500 teams have been trained. 
Mr. Rangel. And, since the administration, you mean, in the 
last three and a half years? 
Dr. Davenport. No; since the program was initiated. 
Mr. Rangel. What year would that be? 
Dr. Davenport. 1972. 

Mr. Rangel. Well, we don't want to go back that far to find out 
where those teams are, but how many active teams are being 
trained now? 

Dr. Davenport. 140 for 1983. 

Mr. Rangel. And, you would not know what communities these 
teams come from? 

Dr. Davenport. We do know, I just did not bring that informa- 
tion with me. 

[See app. A, p. 154.] 

Mr. Rangel. Well, I gather there's a sharp difference as to what 
the Federal commitment should be and I think, Dr. Brandt, you 
made it abundantly clear that Federal presence is support and out- 
reach of the private sector help, I think, all three of you agree that 
that is your position. 

But, I think it's sad to see communities being exposed to increas- 
ing addiction problems where the Federal statiftics prove that and 
to find that parents have to call for help or rely on teams, not 
knowing whether there is a team in their community, and there's a 
philosophical difference, I believe, as to whether or not the Federal 
Government— we talk about law enforcement, education or reha- 
bilitation, should be able to say that we're there, we're on the front 
line and we know what we're doing and we're evaluating whether 
it s working and whether it's not working. 

This approach in allowing the local communities to determine 
the priorities should rely in a large degree as to what city councils 
and State legislators are prepared to dr. Since the facts cannot be 
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disputed, that 8f> percent of the marijuana is imported to the coun- 
try, all of the cocaine, all of the heroin is imported, for you to sit 
there and say it's a local and State problem is consistent with the 
administration's view. 

But, I seriously differ with you. It's poison. It's coming into the 
United States. It s coming from foreign countries. It just appears to 
me to be an international drug trafficking problem, and that the 
very least, it has to be called the national problem rather than al- 
lowing local governments to decide what they are going to do. 
There s no relationship at all with the Federal dollar that's dis- 
pensed in connection with the number of people that are adversely 
affected. 

There's no relationship between the money given and the money 
that local and State governments are putting up to try to resolve 
this problem, and I suspect that there is nothing we can do to 
change you philosophically, and I guess we'll do the best we can, 
and Fwant to thank you for taking time out to share with us— 

Mr. Shaw. Mr. Chairman, a question came to mind while 
you 

Mr. Ranoel. Sure, sure. 

Mr. Shaw [continuing]. Were discussing this with the panel. Do 
we have any statistics as to the direct impact the use of drugs has 
had as for dollars spent? 

Now, what I'm speaking of, Dr. Brandt, you held up a chart to 
show that the use was declining and, therefore, that the education- 
al process must be working. Well, there cculd be some other factors 
out there that are working. 

Have we looked at a local community, a local school board, a 
local program, and been able to say that education really is the 
key, or have we funneled higher amounts of Federal money into a 
particular area and monitored the programs to be sure that they 
are being used usefully so that we can say that education is the 
key? 

What do we know about the dollars spent on education and the 
results? 

Dr. Pollin. We currently have an evaluation project underway, 
Mr. Shaw, trying specifically to disentangle the impact of different 
components in our prevention and education programs. 

The one now underway focuses on trying to measure the specific 
impact of some of our major media campaigns, and once we have 
that nailed down, then we hope to go on to other of the major ele- 
ments which include education. One of the factors we haven't em- 
phasized here this morning that we think is very important, is the 
development of the grassroots movement expressed in the parents 
groups that have sprung up around the country. These now 
number over 4,000. We think they have played a major contribut- 
ing role in changing the upward trend of drug use and beginning to 
bring it down. 

Mr. Shaw. You've answered my question by saying something— 
by giving an example that didn't require the use of Federal funds 
other than media advertising. 

Have we done that before? 

Dr. Brandt. Well, the media advertising is Federal funding. 
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rJl r 'k? l,AW ol ? viHUH, y. P ur « nt involvement is crucial to this, and 
probably more important than anything we can do or that State 
and local government can do. 
Dr. Brandt. Yes. 

Mr. Shaw The question I have is, what are we getting for our 
dollars spent on education, the direct educational programs rather 
than just putting on a blitz of sports figures or someone getting up 
and saying drugs are bad? B 8 v 

fh?f r „ B .?. ANDT '. ! ^ thi 1 k ^ hat we have the kind of information 
W re £ sking .f? r wlth , the kind of Precision you are request- 
n a ' tho , u « h L we , will certainly look and try to find out 

TW S« ffJ i ♦i? 0 ".'^^ 8 /?.? very im Portant point, Mr. Shaw. 
kTi Suit" th,S k,nd of thing-as in dealing with any other 
kind of health issue-it is very complex. Tc say that because we 
put on so many hours of instruction in schools has resulted in a 
decreased drug problem, it seems to me, would totally eliminate 
the role of parents, would totally eliminate the role of the mass 
media in trying to set up role models and other kinds of things. 

J^li m 8 C iT P }? 18sue ~ we have to be cautious with complicat- 
ed problems like this, not jump to simplistic solutions-and I think 
we will go back and see what kinds of information we have avail- 
S? f.Tr specifically the questions that you've asked, al- 
though I doubt that we have it with very much precision. 

i-if*i * W i! • mk when T 5 ' 1 * diking about the millions of dol- 
lars that are being spent and perhaps the billions that are actually 

12 kin"*? ?T)? in Jf l0 * n ° f S r tate a , nd local basis ' 1 think those 
r^nSfi * t hat ! ft 6 tyP^.raw data that we need here in the 
Congress to make intelligent decisions 

You know, we're often accused, and I think rightfully so, of 
throwing money at problems, but v.v depend very heavily on wit- 

fSTiJSS^l^ • t V eU What ' 8 working and that's not work- 
JSL i v ,nf ™ ,mat l°n. we . cannot make intelligent deci- 
sions about tunneling those dollars in the right places. 

?- L wou . hope that that information would be forthcoming, 
and forthcoming as quickly as is possible. What is working? Why 

a En th S SP" 88 g0,ng d T n? M Dr Brandt > 1 think the conclu- 
sion that they are going down and then, to say we can't jump at 
simplistic conclusions, well, we need to come' up with something 
and we have to know what we are doing, and whether it's correct 
and whether we re getting our money's worth. 
r„„ Brandt I" April of this year, we supplied a report to the 
Congress on prevention activities of the entire alcohol, drug abuse, 
and mental health administration. I have a copy of it here, and we 
include in there the evidence that we have of the success, of the 
effectiveness of various educational programs. That begins on page 
*W, and I think that we will try to summarize that in some more 

inform-V! n l ?. pr ° v,de that t0 V 80 that y ou wiU have the kind of 
information that you re requesting. 

Kducational Approaches to Prevention 

INFORMATION DISSEMINATION 

Until recently efforts to prevent substance abuse generally involved the presenta- 
t,on of factual information. Tobacco, alcohol, and drug e/ucation progra^weTe 
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bawd largely on thr assumption thut increased knowledge about these substances 
and the consequent™ of thi*ir uhi* would be an effective detenent. These programs 
primarily attempted to increase students' knowledge about the legal, pharmacologi- 
cal, and medical aspects of using these substances. 

AFFECTIVE EDUCATION 

These program* are categorized as "humanistic" or "affective" education •pro- 
grams, and gen rally attempt to enrich the personal and social developmenb«£jKu- 
dents. The focus of these prevention programs has been to increase self-understand- 
ing and acceptance through activities such as values clarification and decisionmak- 
ing; to improve interpersonal relations through activities such as communication 
training, peer counseling, and assertiveness training; and to increase students' abili- 
ties to meet their needs through social institutions. 

• 

EFFECTIVENESS OF EDUCATIONAL APPROACHES 

Evaluations of programs whose main strategy was providing factual information 
clearly indicate that increased knowledge has virtually no impact on substance use 
% or on intentions to smoke, drink, or use drugs. Although some studies that contain 

cognitive and affective components have produced at least some positive results, in 
general, the "affective" or "humanistic* educational approaches appear to have 
placed too little emphasis on the acquisition of the kind of skill necessary to in- 
crease personal and social competence and enable students to cope with various 
inter jersonal and interapersonal pressures to begin using tabacco, alcohol, and 
drugs. 

Psychosocial Approaches to Prevention 

Most recent advances have been prevention approaches that combine a strong 
theoretical foundation with an emphasis or rigorous research design and evaluation. 

theoretical foundations 

Both social learning theory and problem behavior theory provide a useful concep- 
tual framework for understanding the etiology of substance use. From this perspec- 
tive, substance use is conceptualized as a socially learned, purposive, and functional 
behavior, resulting from the interplay of diverse social and personal factors. Differ- 
ential susceptibility to social influence appears to be mediated by personality, with 
individuals who have low self-esteem, self-confidfice, and autonomy being more 
likely to succumb to these influences. To be eflectiw prevention programs must deal 
successfully with potential motivations to use drugs, and must provide students with 
the necessary skills to resist pro-use social pressure. 

Some approaches place primary emphasis on increasing students' awareness of 
prosubstance-use social pressures (referred to as psychological inoculation) and on 
teaching specific techniques for resisting such pressures; others emphasize the devel- 
opment of more general coping skills and, from a broader perspective, focus on the 
most significant underlying determinants of tobacco, alcohol, and drug use through 
personal and social skills training. 

EFFECTIVENESS OF PSYCHOSOCIAL APPROACHES 

The growing body of research on the recently developed psychosocial prevention 
programs indicates that both the psychological inoculation/pressure-resistance strat- 
egies and the broader personal and social skills training strategies reduce substance 
use behavior among junior high school students. Both prevention strategies have 
demonstrated that they are capable of reducing cigarette smoking by approximately 
• f>0 percent over a 1-year period. Similar reductions have also been reported for alco- 

hol and marijuana use. 

Followup studies conducted for cigarette smoking indicate that the positive behav- 
ioral effects of these orevention approaches are evident for up to two years after the 
conclusion of these pr vrrams. Since, for the most part studies testing the application 
of these prevention strategies to other substances, such as alcohoi and marijuana, 
have only recently begun, followup data for these substances are not yet available. 
Changes in general interpersonal skills and skills related d'rectly to substance 
abuse prevention have also been reported as a result of these ptv ution programs, 
as have changes on one or more cognitive, attitudinal, or personality-predisposing 
variables. 
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vvuL fr"""''" 1 K,, l*> rt Congress; Drug Abuse and Drug Abuse Re- 
warc-ti - r- Y l!W4 (In preparation for submission to Congress) 

In the interim, I would like to make available to each of the 
members of the select committee, if agreeable to the chairman, a 
copy of this total report. 

Mr. Shaw. Mr. Chairman, I would just say, and then I will yield 
back to you and I appreciate your giving me these moments out of 
turn, that these kids today are bright enough, but they are also ad- 
venturesome. 

They need to be hit with the hard facts. You know, we get into 
sex education and we teach them that they can get pregnant. Well 
when we re talking about things such as drugs, we have to teach 
them that they can be killed. That they can end up as junkies and 
dependent upon these drugs that can absolutely obliterate their 
entire future. 

This is the type 01 hard facts that I thhik we need to be telling 
our young people today, rather than spending a lot of time with 
glossy type of ads that really don't do anything except perhaps 
convey some soft message at an early stage. 

These are the type of things that I think we have to be thinking 
about, worrying about and distributing to the young people. 

I yield back Thank you, Mr. Chairman. 

Mr. Rangel. Thank you, Mr. Shaw. 

», D o. PoL , LIN Mr Shaw ~ Mr Chairman, might I just comment on 
Mr. Shaw s important observation? 

We agree entirely. I would like to reemphasize that since 1978, 
the percentage of high school students who believe that there is a 
significant health risk associated with the use of marijuana, and 
I m using that just as one example, has doubled. We think that 
that is an indication of the fact that the very point you're con- 
cerned about has, indeed, been dealt with and is being dealt with 
rather successfully. 

Mr. Rangel. Dr. Brandt, isn't one of the problems with the block 
grant that you really don't mind what the States do as relates to 
drug related activities? 

Dr. Brandt. Well, we certainly monitor their expenditures, and 
we make sure that it's in keeping with the law and so forth. 

Mr. Rangel. I know. But, you don't monitor whether or not 

Dr. Brandt. We do not try to keep track of how many people are 
served by the programs and so forth, no. That is correct. 

Mr. Rangel. So, you would not know really whether one State's 
program is more effective than another in order to 

Dr. Brandt. Well, the 

Mr. Rangel. You don't know the number of people involved here 
and how much it costs per capita. 

Dr. Brandt. Well, we know the people involved, and, in fact, that 
kind of information is widely shared by those people as it has been 
for years, and years, and years. I mean, this 

Mr. Rangel. But, not because you monitor it, I mean, some of 
these programs haven't been monitored at all by this administra- 
tion, haven t been visited sinct they have gotten their money. Isn't 
that so? 
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I)r Brandt. You know— yes, sir— I have been in this business for 
roughly 25 years, and watched the Federal Government's so-called 
monitoring of this program, and the information 

Mr. Rangel. That would be a terrible thing to do. Listen, maybe 
its a bad word and I used it. I apologize. All I'm saying is that it 
appears to be no accountability to the Federal Government and, 
therefore, to the Congress as to what they are doing with the 
money. 

You may say, and I just differ with you, that it's none of our 
business, you know, they pay the taxes, we give them the money, 
let the local and State officials monitor or determine the way it 
should be spent. 

It's just that as Mr. Shaw said, we like to get excited about 
things that work. We like to say that there should be more funds 
for this. We like to cut off programs where we think there is fraud, 
waste, and abuse, and unless you have monitoring, which may cost 
more than the program itself, we have no way of knowing and you 
aon't have any way of sharing with us, and we don't even find a 
relationship between the state effort and the Federal effort because 
you don't require it. 

Dr. Brandt. I think, though, that what you will find, Mr. Chair- 
man—the point I was trying to make awhile ago— is that this infor- 
mation is shared among the people who are doing the work, inde- 
pendently of any sort of monitoring system that is set up. 

That is, the school systems that have effective programs make 
that information widely known through professional literature 

Mr. Rangel. I've never heard a school or any other i.erson 
having a program saying they've got a bad program. But, it's like a 
Congressman saying he's got a bad record. 

But, listen, I can't argue with you. 

Mr. Shaw. Mr. Chairman? 

Mr. Rangel. Yes 

Mr. Shaw. I think you're making an awfully important point 
here, and I hope that these gentlemen will take it back with them, 
and that is the question, we have a lot of people out there, a lot of 
well meaning people, that are reinventing the wheel and we're 
coming up with a lot of square wheels that don't work. 

We've got 50 States plus other agencies that receive direct fund- 
ing from us. We, the Congress, quite frankly, are the only umbrella 
that is really there in place that can really look at the whole field. 

And, I think when we send the money down, we do have a re- 
sponsibility for accountability, and I think that responsibility 
comes right back here to the Congress. 

We have to know what's working, and there's no sense in every- 
one out there doing something different. Even though I'm a great 
advocate of block grant funds, I think in this instance, perhaps we 
ought to be a little more restrictive. 

When we send money down for the Federal highway program, 
there's accountability back to the Federal Government. I think we 
should expect no less in the drug programs than we do when we're 
talking about the Nation's highways because we're talking about 
the future of this country, the Nation's youth. 
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Mr. Rancskl. Re kind enough to send me the resources that are 
available in the city of New York, and you won't have to worry 
about me giving visibility to your program. 

Thank you very much for appearing here and sharing your infor- 
mation with us. 

Dr. Davenport. Thank you, Mr. Chairman. 

Mr. Rangel. The methadone maintenance programs have been 
the subject of a lot of controversy, and we have a panel of experts 
here, Dr. Daniel Michels, who is the Director of the Office of Com- 
pliance, Center for Drugs and Biologies, Food and Drug Adminis- 
tration, Department of Health and Human Services, and he'll have 
with him, Dr. James Cooper, Director of the Division of Medical 
and Professional Affairs of the National Institute on Drug Abuse, 
Department of Health and Human Services, and from New York, 
Beth Israel Medical Center, the general director, Dr. Robert , 
Newman. 

As you gentlemen know, there have been any number of reports 
indicating that there has been a great deal of methadone use abuse 
and that there has been an increasing number of people dying 
from methadone abuse with other drugs, and it seems as though 
emergency rooms in our larger cities are getting increasing reports 
of methadone related deaths. 

We are very interested in your testimony along those lines, and 
perhaps we'll start with Mr. Daniel Michels. 

TESTIMONY OF DANIEL MICHELS, DIRECTOR, OFFICE OF COM- 
PLIANCE, CENTER FOR DRI'GS AND BIOLOGICS, FOOD AND 
DRUG ADMINISTRATION, DEPARTMENT OF HEALTH AND 
HUMAN SERVICES, ACCOMPANIED BY DR. JAMES R. COOPER, 
DIRECTOR, DIVISION OF MEDICAL AND PROFESSIONAL AF- 
FAIRS, NATIONAL INSTITUTE ON DRUG ABUSE, DEPARTMENT 
OF HEALTH AND HUMAN SERVICES 

Mr. Michels. Thank you, Mr. Chairman. I appreciate the oppor- 
tunity to appear before the select committee to discuss FDA's role 
in the regulation of the use of methadone in the treatment of per- 
sons addicted to narcotics. 

As you know, the FDA and NIDA jointly regulate narcotic treat- 
ment programs using methadone, and Dr. Cooper is here to answer 
any specific questions you may have relative to medical treatment 
issues. 

I'd like to begin my testimony with a brief history of the involve- 
ment of the Department of Health and Human Services and FDA 
in this area. 

In 1970, Congress enacted the Comprehensive Drug Abuse Pre- « 
vention r*nd Control Act. The act's effect on FDA was twofold. 

Fir t, it authorized the then Department of Health, Education, 
and Welfare [HEW], to increase its efforts in the rehabilitation, 
prevention, and treatment of drug abuse. 

And, second, it required the Secretary of HEW to establish medi- 
cal standards for the treatment of narcotic addicts. 

Subsequently, FDA approved methadone on the basis of a well 
controlled, scientific investigation, as a safe and effective drug for 
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the treatment of narcotic addiction. FDA had already approved 
methadone in 1947 for use as an analgesic. 

As a result of this approval, FDA oegan to authorize the estab- 
lishment of methadone treatment programs. In 197*-, FDA pub- 
lished regulations that contained procedures for approval by FDA 
of treatmeiit programs, mandated standards and established proce- 
dures for revoking approval for failure to comply with those stand- 
ards. 

In 1974, in response to the need for clearer Federal authority and 
control in the regulations for the treatment of narcotic addicts, 
Congress enacted the Narcotic Addict Treatment Act [NATA]. 
FDA's primary authority to regulate methadone treatment pro- 
grams arises under that act. The NATA provides HHS the author- 
ity to establish standards for practitioners who use narcotic drugs 
for either maintenance or detoxification treatment of persons de- 
pendent upon narcotic drugs. 

In enforcing the act, FDA determines whether a particular appli- 
cant is qualified under the standards called for in the NATA Lu 
engage in maintenance or detoxification treatment. FDA also de- 
termines whether the applicant complies with the standards we 
and NIDA have established by regulation regarding the operation 
of methadone treatment programs. Furthermore, the review of ini- 
tial applications is conducted by the several States and by FDA 
concurrently. Thus, while FDA gives final approval for a narcotic 
treatment program, it is contingent upon prior State approval. The 
act requires that practitioners must not onlv comply with HHS re- 
quirements, but also must be registered with the Attorney General 
through the Drug Enforcement Administration [DEA]. 

Largely as a result of the NATA and our desire to Improve the 
operation of treatment programs, FDA and NIDA revised the 
methadone regulations in 1980. We designed the revisions to allow 
practitioners greater flexibility in using methadone to treat per- 
sons addicted to narcotics. We also revised the regulations in an 
effort to increase the effectiveness of methadone treatment, reduce 
the likelihood of diversion by patients, and establish less confusing 
treatment standards. 

FDA's basic role in the regulations for the treatment of addicts 
with methadone is to review and act upon applications for new or 
relocating treatment programs. Before approving any program, 
FDA receives assurance from the DEA and State authorities that 
the program complies with other Federal and State requirements. 

At this time, there are approximately 600 approved narcotic 
treatment programs in 41 States and three territories. FDA has 
also approved 200 hospital in-patient detoxification treatment pro- 
grams. 

In an effort to ensure that the narcotic treatment programs are 
properly administered, FDA also conducts onsite inspections of pro- 
grams to ensure compliance with applicable statutory and regvhto- 
ry requirements. These inspections are routine, and we in?r-ct ap- 
proximately one-fourth of the total number of programs t ich ye \t. 
For example, this vear, we plan to complete 130 onsite insi<sctvj s. 
We do not routinely inspect hospitals that provide inpatient cU ♦edi- 
fication treatment. We will inspect these institutions, hoy aver, if 
we become aware of a problem or receive a rp-acific complain 
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Administrators of treatment programs are required to submit to 
FDA annual reports containing information on the amount of 
methadone used for treatment in a given year, the number of pa- 
tients in the treatment, the number of new patients entering treat- 
ment, dosage levels for clients in maintenance treatment, and the 
number of patients who receive take-home medication. Much of 
this information FDA shares with DEA for that agency's use in es- 
tablishing production quotas for methadone and for assessing 
whether illicit diversion of methadone is taking place. FDA also re- 
views and thoroughly evaluates reports of adverse reactions arising 
in patients receiving methadone, alone or in combination with 
other substances. 

As I mentioned earlier, FDA in cooperation with NID A, monitors 
the narcotic treatment standards under whteh the methadone pro- 
prams operate. On September 13, 1983, FDA and NIDA published a 
notice of intent and request for comments on whether changes in 
the current standards are needed. Specifically, the agencies re- 
quested comments on whether the methadone regulations should 
be more flexible to accommodate changes in medical practice, and 
whether the regulations should be revised to eliminate recordkeep- 
ing, reporting and other requirements that, because of changes in 
the state-of-the-art treatment, may be unnecessary or overly bur- 
densome. Our initial review of the comments that we have received 
on that notice of intent reveals a general satisfaction with the reg- 
ulations and standards. f 
To summarize, FDA's role involves the approval and clearance ot 
specific methadone clinics, the monitoring of those clinics to ensure 
that they comply with our regulations and standards, the collection 
and evaluation of annual reports, the monitoring and updating of 
applicable standards as necessary, and the evaluation of adverse re- 
action data concerning the use of methadone. 

In your letter of invitation, Mr. Chairman, you asked that we dis- 
cuss a number of charges which were made against the program 
last year in a series of articles in the Fort Lauderdale News and 
Sun Sentinel alleging mismanagement of the program and laxity ot 
oversight on the part of FDA. 

I will now discuss the four most significant of these allegations in 
detail. I will, however, be glad to address ai;y of the other charges 
or issues which were raised in the articles. 

The first allegation was that FDA has failed to collect, analyze, 
and act on drug experience reports for treatment programs using 
n sthadone. , ... 

This contention is not true. We collect and analyze methadone 
drug experience reports promptly. Specialized medical officers 
review these reports to determine the extent and severity of any 
possible problem. For example, since the beginning of the metha- 
done program, approximately 300 reports per year have been en- 
tered into our adverse reaction reporting system, and have been re- 
viewed and analyzed. Depending upon the seriousness of the reac- 
tions described in the report, we conduct our own investigation and 
research into the likely causes of the observed adverse effects. Uur 
investigation may, and on occasion has, resulted in onsite followup 
and inspection. We h*»ve established regular procedures for con- 
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ducting the investigation and for determining the magnitude of a 
suspected safety issue. 

Ihe second allegation was that methadone is responsible for the 
deaths of thousands of people. 

We strongly disagree with this allegation. Although many ad- 
verse reaction reports refer to patients who have died while on 
methadone, the reports do not provide any substantiation that the 
deaths were caused by methadone. Rather, the reported deaths 
appear to arise from the risk factors inherent in tne population 
treated rather than from the use of methadone. For example, many 
of the reports involve persons with significant mental illnesss that 
results in suicide, homicide, or other violent forms of death. Other 
reports describe exposure resulting from inadequate clothing or 
shelter as the cause of death. In short, the causes of deaths in these 
reports vary, and range from no causal association to methadone 
use for purposeful overdose. In the latter instance, the reports de- 
scribe methadone frequently as one of several drugs used in the 
overdose. Only rarely do we see reports where the overdose has 
been unintentional or involves the accidental ingestion by a person 
not in treatment. 

The third allegation: An example of FDA's lack of concern re- 
garding the operation of methadone treatment programs is the 
Agency's reduction of its monitoring programs for compliance with 
statutory and regulatory requirements. 

We believe that this statement has no basis in (act. We inspect 
narcotic treatment programs regularly to assess compliance with 
applicable regulatory requirements. Although the actual number of 
onsite inspections has decreased in recent years, the level of regu- 
latory oversight has not. As I mentioned earlier, we are planning 
to conduct 130 inspections this year. In addition to FDA inspections 
and reviews, other Federal agencies, such as DEA, and the individ- 
ual States regularly monitor treatment programs. For example, 
States in which large numbers of treatment programs are located, 
such as Michigan with 25 programs, California with 77 programs, 
and Ohio with 11 programs, annually inspect each program within 
their jurisdiction. These States also conduct necessary followup in- 
spections to correct deficiencies— eight in Michigan and nine in 
California, for example. DEA and the States keep us updated on 
any significant problems discovered in their investigations. 

The fourth allegation: FDA has relaxed its regulations concern* 
ing treatment programs. 

Let me assure you that the FDA has not relaxed its regulations. 
As I stated earlier, on September 19, 1980, the FDA and NIDA 
jointly published in the Federal Register the revisions to tl*c Nar- 
cotic Treatment Stan ards which became effective November 18, 
1980. In light of the N ATA, we revised the regulations to make the 
clinical standards more applicable to a variety of program settings. 
We also revised some of the performance standards to make them 
more clear and specific. 

In general, the revised regulations have served the interests of 
patients and the public quite well. They have not hinder jd the de- 
livery of medical carp to patients, yet they have helped to safe- 
guard against illicit diversion of methadone. Although we made the 
regulations more flexible, we also strengthened them in many re- 
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spects. For example, the regulations now contain requirements for 
developing individualized treatment plans, for assessing patients' 
responsibilities for handling take-home medication, and for delin- 
eating specific requirements for the medical director and the pro- 
gram physician. The current regulations, thus, strike a necessary 
balance between the risks of diversior and the benefits of enhanc- 
ing a patient's progress toward rehabilitation, and we believe that 
these revisions have resulted in increased quality care. 

Mr. Chairman, this concludes my statement. Dr. Cooper and I 
will be pleased to respond to any questions you have. 

[Prepared statement of Mr. Michels appears on p. 98.] 

Mr. Rangel. Do the other witnesses wish to supplement your 
statements? Dr. Newman? 

Dr. Newman. If I may, Congressman. I'm very privileged to be 
here this morning, and I have submitted a statement which I 
would ask to have included in the record. 

Mr. Rangel. Without objection. 

TESTIMONY OF DR. ROBERT G. NEWMAN, GENERAL DIRECTOR, 

BETH ISRAEL MEDICAL CENTER, NEW YORK, NY 
Dr. Newman. Thank you. ' 

I would like to limit my own testimony, rather than to reread my 
statement, to what I view as the key issue that really confronts us, 
not only in New York City, but throughout the country. 

There has been an endless debate over issues such as the optimal 
dosage of methadone, the optimal duration of treatment, and end- 
less discussion, and myriad regulations, concerning staffing pat- 
terns at clinics. 

I would point out that this type of concern with the specifics of 
medical treatment is simply unheard of in any other field of medi- 
cal care. Nobody has ever debated the optimal dosage of penicillin. 
Nobody knows or even cares what the optimal dosage is of anta- 
buse, which has played a key role in the management of alcohol- 
ism. 

Even with regard to potentially dangerous, potentially abusable, 
potentially addicting drugs, such as phenobarbita which has a use 
in a wide variety of illnesses, nobody has ever suggested that opti- 
mal dosages should be the focus of public discussion and debate. 
But, in the case of methadone, it most certainly is. 

The same with regard to duration of treatment. With regard to a 
very similar type of problem, namely alcoholism, no one to my 
knowledge has ever seriously challenged the position of Alcoholics 
Anonymous, which is certainly the most influential voice in the 
field, that alcoholism is not a problem of which one can pronounce 
somebody cured even after many months or years of treatment and 
care. 

Mr. Rangel. I have a lot of learning to do in this area. 

Are you suggesting that methadone is the same as a drink of al- 
cohol or other drugs? 

Dr. Newman. Absolutely not. I'm suggesting, Congressman, that 
the problem of addiction, narcotic addiction in particular, may very 
well be analogous to the problem of e^oholism 
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Mr. Kan(;ki, But, we're talking about not narcotic addiction, 
we're talking about methadone addiction. Isn't it an addictive 
drug? 

Dr. Newman. It's a medication which certainly does produce 
physical dependence. 

Mr. Rangel. Please don't do that, too. You know I don't know 
what you're talking about. 

Dr. Newman. Sure What it means 

Mr. Rangel. Is methadone an addictive drug, if you use it till 
you become dependent on its usage? 

Dr. Newman. Yes, if you use it, you become dependent. 

Mr. Ranged. And you can become addictive to it without abusing 
it, right? 

Dr. Newman. Theoretically, one can. In practice, it happens ex- 
ceedingly rarely. 

Mr. Rangel. But, it's not like goin£ to a bar, is it? 

Dr. Newman. The problem of addiction is very definitely, in my 
estimation, very similar to the problem 

Mr. Rangel. Methadone is 

Dr. Newman. No, narcotic addiction, heroin 

Mr. Rangel. Sir, we are here, we know the problems, sir, of nar- 
cotic addiction. Now we're trying to find out whether the solution, 
as relates to the modality of methadone, is almost as bad as the 
problem. That's what we're here for, and you're objecting, and 
probably right, that we're scrutinizing the use of methadone. 

And, I think what you were saying before I rudely interrupted is 
that we don't do this with alcohol, we don't do this with other 
drugs, and so we shouldn't do it with methadone, and I am saying 
that I have been under the impression that methadone is far more 
dangerous, far more addictive, and did require far more scrutiny 
than the use of alcohol. 

Dr. Newman. Sure. With regard to alcohol, of course, but there 
are a great many medications, Congressman, a great many— they 
number probably in the hundreds— that are every bit as dangerous, 
that are every bit as abusable, but that, nevertheless, are recog- 
nized as having a key role in the medical armamentarium, and 
that are not subjected to the type of scrutiny that methadone is. 

Mr. Rangel. But, they are not federally funded and dispensed by 
the Federal Government, Dr. Newman. 

Dr. Newman. Yes they are, Congressman. In fact, most medical 
treatments for a large segment of our population, the elderly, the 
poor, are supported very, very directly by the Federal Government 
and to some extent by the State governments. 

I might, if I maj ,ust point out that I think the real issue is not 
so, much a question of the specifics of how a methadone treatment 
program should be run. The real issue is why we tolerate, as a 
Nation, ,a situation where tens of thousands of heroin addicts- 
people on the streets, shooting up three, four, five times a day, with 
a very dangerous, potentially lethal drug, which they purchase 
overwhelmingly as a result of criminal activities committed against 
the general society— tens of thousands of these people who are not 
forced by the courts or the police, but who spontaneously want 
treatment and who come and seek treatment are turned away and 
told to wait Weeks or months before they can be accepted. 
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The numbers an- ho staggering that I really think it does a dis- 
service to focus on thousands or tens of thousands. I think it's 
much more significant to talk in terms of individuals. 

Last winter, Congressman, I had the honor of being invited to a 
meeting in your office in New York City. It had to do with the 
Manhattan Psychiatric Center, which I serve as a member of the 
board of visitors. I got up there about 45 minutes earlier than the 
meeting was to begin. I used the time to visit one of the clinics that 
Beth Israel operates directly acrc^s the street from the Federal 
Building on 125th Street. 

As I recall, it was an extraordinarily bitter morning. It was 
either zero degrees Fahrenheit, or 10 below Fahrenheit, but it cer- 
tainly was extraordinarily cold. During my visit there, a young 
fellow came in with a light windbreaker, and told the receptionist 
that he was there to seek treatment. 

I was there while he gave his history. He had been using heroin 
continually for a period of 4 or 5 years, interrupted only by a 
number of arrests and incarcerations. He had had an overdose that 
nearly killed him the week before. He said he was using about $150 
a day worth of heroin. He was supporting the habit exclusively by 
criminal activities and he was tired of the hassle, tired of the run- 
ning, and he wanted to be admitted to treatment. 

And, while I was there, this fellow joined the ranks of some 1,500 
people, that you yourself referred to earlier, Congressman, who are 
placed on the waiting list. 

This man was sent back to the streets. It happens as such a 
matter of course, in every single program in New York City, that 
nobody even thought twice about it. Even the addict applicant just 
accepted it as a matter of course, because the addicts of our city 
know even better than we administrators what the waiting periods 
are, and what the problems are in gaining admission to treatment. 

There is no question that that fellow, when he walked back out 
on the streets, having left his name on the waiting list, within a 
matter of minutes, ripped off the next victim. I think that's crimi- 
nal, Congressman. I think that's absolutely insane from society's 
standpoint. 

When I say criminal, I obviously mean it figuratively. But the 
fact is in our State, if that same fellow had walked into my emer- 
gency room with any other illness, including just a common cold, 
and had not been treated, had not been seen and treated by my 
staff, according to the laws of New York that would be a criminal 
problem for the hospital and for the staff. 

The people who seek help for their narcotic addiction have a 
problem that three or four or five times a day subjects them to a 
whole host of medical problems, including death from overdose. 
And you know and I know and everyone knows the plague on socie- 
ty that's associated with it. But only in this particular situation are 
programs forbidden by the regulatory system from accepting all 
those who come in. 

I feel the question that this committee and tnat other commit- 
tees like it have to ask is: "Can every single person who wants and 
needs treatment for addiction get it at once?" You referred to a 
constituent who might call your office in New York to ask where a 
son who's an addict can go for treatment. 
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Until and unlaw you, and every other Representative, can have 
an answer as to where treatment is available immediately, I feel 
that you're asking the wrong questions. We're debating the wrong 
issues. It's going to be the continued shame and the pain of our so- 
ciety until we can say, "Of course there's treatment available." 
Then, hopefully, we can also devote some of our educational activi- 
ties on encouraging additional people to come in off the streets. 

At the moment, nobody could have any kind of a campaign 
trying to drum up business for addiction treatment. No one could 
have any public service announcements or posters saying that if 
you're addicted, come forward, seek help and get rid of this en- 
slavement. There simply is no treatment available. One doesn't ad- 
vertise what one doesn't have. 

I think that is unconscionable. I think it's irresponsible of all of 
us— physicians, administrators, legislators. 

We have got to be able to make treatment available immediately 
to everybody who wants it and everybody who needs it. Then we 
can worry about the fine points of whether treatment should con- 
tinue for 6 months or 12 months or 18 months, and whether the 
dosages be HO milligrams or 100 or 30 milligrams, and whether we 
should have one counsellor for 50 patients or 75 patients. 

First, we've got to make* treatment available immediately to 
those who need it and who want it. 

Thank you. 

[The prepared statement of Dr. Newman appears on p. 100.] 

Mr. Kangel. Thank you, Doctor. 

Do you have anything to add, Dr. Cooper? 

Dr. Cooper. No. 

Mr. Rangel. Mr. Akaka? 

Mr. Akaka. Thank you very much, Mr. Chairman. 

Dr. Newman, it seems to me that your priority is not in the 
number of centers, number of professionals who are available to 
assist addicts, but really what you're asking for are the resources 
to be able to provide treatment for as many individuals in our 
country who require such treatment. 

You have described a picture of communities that's very dismal, 
a picture that points out that an addict is really lost in that com- 
munity, unless they can get treatment when they need ii. 

And, so, it comes back to funds to assist such centers, and to me 
this is the crux of your concern here and it's mine, too. Let me ask 
a question which is somewhat unrelated to funding. 

Do we have a system, an organization, in such a place that has 
been set up effectively, to deal with this kind of problem? 

Dr. Newman. Yes, sir. I would not be true tc my professional 
code as an administrator if I were ever to suggest that money was 
not an absolutely critical problem. Sure it is. But I must say that 
in terms of making a treatment alternative available— not the cure 
for addiction, but a treatment alternative that's effective and avail- 
able— I really do not believe that money is the key issue. 

In New York City, only about 10-12 years ago, there was an out 
patient detoxification program with no more than five clinics in 
the entire city. They were run on a very, very small budget. These 
five clinics accommodated over 22,000 admissions per year for 
short-term detoxification. 



47 



44 



I don t suggest for a moment that a significant proportion of 
those 22,000 addicts were cured of their addiction. One doesn't cure 
addiction in 10 days, but at that time it was possible to advertise in 
every subway car in New York City, big posters saying if you're ad- 
dicted to heroin, there is a treatment alternative available to you 
today, and you can phone such and such a number for the clinic 
closest to your area of residence. 

So this has been achieved in the past without any tremendous 
outlay of money, md without any extraordinary network of clinical 
facilities. There's ho reason why it couldn't be done again, and it 
would not take very much money. 

There's only one thing it takes. It takes a commitment. It takes a 
commitment no longer to tolerate the insane situation that people 
who have this problem— it is perhaps the number one problem in 
our country— and who want to get help for it, have to wait for 
maybe (i weeks or ti months to get it. That's just insanity. And, it 
need not be the situation because 10-12 years ago, we were in fact 
able to provide a treatment alternative for all addicts. 

And today, in Hong Kcng, where they have roughly 40,000 to 
50,000 addicts, every single night on TV channels, they advertise 
the availability of immediate addiction treatment. They are no 
smarter than we are. They are certainly no richer than we are. It's 
just ridiculous that we don't have the t<une opportunity in this 
country. 

Mr. Akaka. Money is not the total answer. You point out that a 
few years ago, there was a system that worked. 

Now, what is the difference between that system and the one 
that s being used today? 

Dr. Newman. The problem is that the detoxification network of 
five clinics, which were operating for a few million dollars, was 
closed about 5 or fi years ago in the midst of the financial crisis in 
New York City. 

I think it s a terrible tragedy that that happened. I think that's a 
decision that should be reversed and could be reversed with a rela- 
tively small outlay of money. 

But, again, it requires the fundamental commitment that we will 
not tolerate a situation where there is no clinical alternative to the 
next fix of heroin. That commitment comes first; the pieces will 
fall into place very easily thereafter. 

Mr Akaka. Dr. Michels, being with the FDA, what influence do 
you have in your shop on these detox stations becoming available 
again? 

Mr. Michels. Well, insofar as resources, obviously the FDA does 
not have a role to play. As I indicated or alluded to in my testimo- 
ny, our responsibility is for the approval of new detoxification cen- 
ters or clinics that want to get into operation, and our responsibil- 
ity there is to assure that those meet the requirements of the regu- 
lations. Once that happens, then I don't see that FDA has any kind 
of bar or presents any other kind of hurdle to this sort of program. 

Mr. Akaka. Thank you very much, Mr. Chairman. 

Mr. Rangkl. I don't understand something. People are saying 
there's not enough money around to fund some of these programs, 
and even though you're involved in compliance, you're able to view 
them. 
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Do you concur that there should be more money available for the 
program? 

Mr. Michels. I'm sorry, sir, that's not my field of 

Mr. Rangel. That's not your yard, 

Mr. Michels [continuing]. Expertise. Let me say that 

Mr. Rangel. I mean, while you're seeing whether they comply^ 
you don't have an idea of what the need might be? 

Mr. Michels. I have no reason to disbelieve that more resources 
should not be put into the programs, such that, if you will, the 
demand is met, that every abuser or addict has some place to go 
specifically for medical treatment. FDA's role, however, is in assur- 

• ing that that treatment meets appropriate standards. 

Mr. Rangel. OK. But that need could be resolved by local and 
State government as your predecessors testified, right? The private 
sector? 

Mr. Michels. From a variety of sources. 
Mr. Rangel. Mr. Shaw? 

Mr. Shaw. Dr. Newman, you are on a day by day basis connected 
with the working of a methadone clinic, so that you can give us 
firsthand testimony exactly what is done procedurally with— from 
the application to the treatment to discharge. 

Could you walk this committee through that procedure, please? 

Dr. Newman. Sure. The first thing that happens is that an appli- 
cant who clearly and very desperately wants treatment and who is 
felt by the intake team to desperately need treatment— the first 
thing that happens is that he or she is told to go back to the streets 
to wait, maybe under very good circumstances 3 weeks, maybe 6 
weeks, not infrequently 3 or 6 months. That's the very first thing 
that happens. 

And the people who come to us expect that. They are the most 
motivated because they are the ones who apply even though they 
know there is no treatment available. 

Mr. Shaw. Who is the team? Your intake team that you referred 
to? 

Dr. Newman. The staffing pattern in every clinic is fairly similar 
throughout the country thanks to the na'onal regulations which 
dictate precisely what types of disciplines must be represented, and 
in most cases specifically dictate precisely how many patients can 
be accommodated by an individual staff member. 

So the staffing patterns are very similar, and they go far beyond 
the doctors and nurses. They include social workers, vocational 
rehab specialists, counsellors, and a wide variety of other disci- 
plines. 

Mr. Shaw. Is this a committee that the applicant is before, and 
how many people specifically are made up of that 

* Dr. Newman. The actual procedures do vary from program to 
program. In our case, we have an application form which is fairly 
straight forward, which is reviewed by a knowledgeable, experi- 
enced counsellor with the applicant and subsequently there's a 
medical examination by the physician who works in the clinic. 

Once the person is lucky enough to have 

Mr. Shaw. Now, that is required? 
Dr. Newman. Excuse me? 

Mr. Shaw. The physical examination by a physician is required? 
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)r. Nkwman. Absolutely, yes. The physical exam is required, a 
hi* tory is required, and to a large extent the specific questions that 
ha >e to be asked and answered are spelled out in regulations at the 
Fdleral and State level. The type of screening and laboratory tests 
Mr .t have to be performed are spelled out. 

In fact, throughout the country, every single person who enters 
methadone treatment has to sign a consent form that is actually 
written by the Federal Government. So every aspect of the proce- 
dure is incredibly closely controlled and monitored, and I must say 
I agree fully with Mr. Michels that the monitoring system has not 
in any way been eased from the perspective of the program. That 
works extremely well. 

Mr Shaw. What do the consent forms say? What does that give 
consent to? 

Dr. Nkwman. It basically says that I wish to have methadone 
treatment even though I realize that there may be problems associ- 
ated with taking it. There are special qualifications for pregnant 
women. It says that the ultimate final word is not yet in regarding 
what side effects might be associated with methadone treatment. 

I must say thai I disagree totally with the rationale for that con- 
sent form. There is more evidence of the safety and effectiveness of 
methadone in the treatment of addiction than applies to virtually 
any other medication ever approved by our Government. 

Mr. Shaw. It doesn't involve a consent for availability of medical 
records, criminal records, anything of that nature; this is more or 
less to protect the clinic; is that correct? 

Dr. Newman. No. The consent form may be misguided, but it is 
very clearly intended to protect the applicant. There are separate 
rigid— and I'm delighted to say, very rigid— confidentiality regula- 
tions also promulgated by the Federal Government that protect the 
privacy, the right to confidentiality, of the applicant. I'm delighted 
that those regulations exist and we abide by them scrupulously. 

Mr. Shaw. When I was referring to the consent, is there any con- 
sent given for the clinic to obtain medical records for the applicant 
from previous 

Dr. Newman. Sure. As a matter of routine, when we have an ap- 
plicant who indicates that he or she has been in treatment else- 
where, for whatever condition, we ask for a consent to allow us to 
obtain records and information from whatever other agencies the 
person had contacted. 

Mr Shaw. And, this is a standard form. 

Dr Newman. The consent form is standard, and the purpose of 
the ( onsent is filled in, in each case. 

Mr. Shaw Do you have a copy of the standard application and 
consent form, all of the paper work that the typical applicant has 
to tfo through prior to consideration? Do you have that with you 
to Jay by chance? 

Dr Nkwman. No. 

Mr. Shaw. Is that a standard form? So the one that you're famil- 
iar wi*h is the one that's used nationwide? Is that a required form 
by the FDA? 

Dr. Newman. The consent for treatment is most definitely a 
standard form which is published by the Federal Government. 
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Mr. Shaw. Dr. Newman, could you make that— all of the paper- 
work that is involved by an applicant, available to this committee 
so that we might make it a part of the record? 

Dr. Newman. I'd be delighted to. I might say that the process is 
not nearly as cumbersome as my testimony might have suggested. 
It's fairly straight forward, and yet I think it's exceedingly effec- 
tive in making sure that the applicant really does need the treat 
ment that's offered. 

But, it's really not complex. 

Mr. Shaw. Mr. Chairman, I would ask for unanimous consent 
that the paperwork could be made a part of the record. 
Mr. R angel. Without objection. 
[See app. B pp. 158.] 

Mr. Shaw. OK. If you would continue now beyond that, what 
happens then? 

Dr. Newman. We try, to the extent possible, to individualize the 
treatment that we provide to our patients. When somebody finally 
gets admitted, there is a very careful assessment by the physician, 
the nurse, the social worker as appropriate, and the vocational re- 
habilitation counsellor to try to identify all of the different areas in 
which we might be able to provide assistance to this particular in- 
dividual 

A great deal of the assistance can be provided on-site by our own 
steff. In addition, we utilize whatever resources exist in the g^er^l 
community. All of the facilities at the back-up medical center — in 
our case, Beth Israel Medical Center— are made available to all of 
the patients. A treatment plan is developed jointly with the patient 
in terms of short-term and long-term goals, and that is constantly 
reviewed. And again, the Federal Government dictates how fre- 
quently there has to b? . review of the treatment plan. 

There also are stringent rules as to how frequently counsellors' 
notes must appear in the record, and the inspectors, I can assure 

{rou, review scrupulously patient records to ensure that their regu- 
ations, indeed, are met. 

Ultimately, the experience is that the majority— certainly not ev- 
erybody, but the great majority— of patients do well medically as 
well as socially. The medical condition improves markedly, and a 
very large proportion return— sometimes for the first time — to 
gainful employment. Family life generally improves, they get back 
again with their families that they frequently had no contact with 
during the period of addiction. 

The question always is, what comes after that? My own feeling 
is— very, very strongly— that the decision whether and for how 
long to continue methadone treatment belongs under the purview 
of the physician and the patient, just as it does in any other medi- 
cal condition. Virtually every patient— I would almost say every 
patient— wishes to detoxify f m methadone at some point. Each 
year, in our own program, somewhere in the neighborhood of 20 
percent of our patients in consultation with the physician, with the 
assistance of all of the staff, do, in fact, detoxify from methadone. 

Unfortunately, the results have to be 

Mr. Rangel. I'm sorry. 
Dr. Newman. Excuse me? 

Mr. Rangel. What did you say? I couldn't hear you. 
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Dr. Newman I Haifl that, number one, the decision whether and 
when to detoxify should be reached by the patient and the patient's 
physician. And, number two, that in our own program, each year, 
roughly 20 percent of the patients ask for detoxification and are ac- 
commodated. 

Some of those patients after detoxification do extremely well. 
Others do not do well. There is no question that there is a risk, a 
very real risk, associated with discontinuing a treatment regimen 
that has proven in a particular case to be very effective. 

Mr. Rangel. But, the patient has to request to be off methadone. 

Dr. Newman. The relationship between patient and counsellor, 
and patient and physician, is close enough that usually the initia- 
tive comes from either one or the other. It is not a situation where 
the staff is completely passive, and leaves it entirely up to the pa- 
tient. 

Certainly no decision would be made to detoxify someone without 
the patient's cor sent, and the reverse is also true. No requests by a 
patient after discussion with staff would ever be turned down, even 
where the staff does not agree that this is the optimal time to de- 
toxify; its really the patient who has to make that ultimate deci- 
sion. Aul as I say, around 20 percent of our patients exercise that 
privilege each year. 

Mr. Shaw. How many successfully? 

Dr. Newman. In terms of remaining permanently abstinent, 
there are a number of studies which, without exception, indicate 
that less than half succeed. And half is not a bad number, but at 
least half are, in fact, unable to maintain permanent abstinence 
after detoxification 

Mr. Shaw. That's 10 percent. Does the other 10 percent or more 
than 10 percent go back to methadone treatment, or do they go 
back to heroin? 

Dr. Newman. Happily, a very large number of those people who 
leave the program and get into trouble do, in fact, seek readmis- 
sion, and we do everything possible to expedite their reentry into 
treatment. 

Mr. Shaw. What percentage do you lor\ for ^ ^jre^ss? 
Dr. Newman. Congressman, I 

Mr. Shaw. I guess you'd have to consider under your guidelines, 
success would be permanent addiction to methadone. 

I)r Newman. I don't view it as addiction. I don't want to quibble 
about the semantics, but its clear that addiction has a very, very 
pejorative ring to it as used in our society. It suggests that 

Mr. Shaw. What are we talking about? 

Dr. Newman. While it may be pharmacologically correct to sug- 
gest that that's similar to addiction to heroin— which is one of the 
focal points of this particular hearing— I think it's totally wrong. 

Mr. Sa/w. But, we're talking about dependence on a narcotic 
drug aren't we? 

Dr Newman. Were also talking about dependence on a medica- 
tion uhich ,s singularly effective in preventing the host of prob- 
lems asHiKui ed with heroin addiction. We're talking about depend- 
ence on medi *ation. 

Mr. Rangel. Well, wouldn't heroin maintenance provide the 
same type of reduction in problem? 
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Dr. Newman. Absolutely not. Pharmacologically, Congressman— 
and again I won't go into professional jargon— but the fact is that 
pragmatic reasons, practical reasons, make heroin maintenance im- 
possible. 

Heroin would have to be given three, four, five times a day. Its 
effectiveness is only about 4 to 6 hours. I pride myself on being one 
of the better administrators around, but it is impossible for any 
program to provide that type of medical treatment to more than 
maybe five, six patients, if that many. 

It simply cannot be done. But, aside from that, we know that 
maintenance with methadone allows the great majority of patients 
to function in a self-fulfilling, productive manner. That nas not 
been the experience in those settings where heroin has been given 
to an addict population. And we know what heroin maintenance 
does by looking at the street addicts in any city in America. 

The self-administration of heroin by injection three, four, five, 
times a day is in no way whats6ever comparable to the effects of 
appropriately administered methadone in a clinical setting. One of 
the major mistakes that is made by journalists, by legislators and 
by the general public is that they fail to see any distinction be- 
tween methadone treatment in clinical settings and the use of 
heroin. 

Failure to see that distinction means that we're never going to 
come to any kind of agreement as to the role that methadone hi.s 
to play as one component of the approach to the problem. 

Mr. Rangel. Well, if the gentleman will yield further, it's a little 
difficult for some of us to understand why you don't want to use 
the word addiction when someone has to constantly come to your 
\ clinic and see your docl ~s and receive a medicine in order to just 
S jfve some kind of life, and you just don't believe that we should call 
that addiction. 

Dr. Newman. Congressman, if I might, on a personal level, refer 
to my 3 ^-year-old daughter, whom I think the world of. If that 
child had epilepsy, and had to receive phenobarbital to control sei- 
zures from her physician, If my neighbor or my wife or vou or 
anyone else were to suggest that this beautiful little Jewish prin- 
cess—actually half Japanese princess— were an addict to barbitu- 
rates, I must say I'd go completely bananas. That child with epilep- 
sy receiving barbiturates in an addicting, dependency-producing 
dosage might be defined by Congressmen, by journalists, by the 
public at large, as being addicted. She would certainly be depend- 
ent on phenooarbital. But, Congressman, if you were to call her an 
addict, I must say I would take great offense, and patients receiv- 
ing methadone 

Mr. Rangel. Your daughter is not at 125th Street and Park 
Avenue selling her medicine like so many of the patients are, and 
there are many people that we iust don't know when they can be 
detoxified and you say that's a physician/patient relationship. 

But, I think it's a little different from someone who is born with 
a problem and the doctor diagnoses what they" need, then to have a 
lot of people who obviously are able to get some type of euphoria 
out of the improper use of methadone. 

Dr. Newman. Congressman, that's not how it's used. The reason 
that there is a market on 125th Street, and there's also a market 
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on 17th Street and throughout the city, is because legitimate treat- 
ment—thanks to regulations, thanks to bureaucratic problems— is 
not available to tens of thousands of people. When there is that 
kind of demand, there's going to be a supply. 

I think we ought to talk about specific data. In the recent Oper- 
ation Pressure Point, which received a great deal of 

Mr. Rangkl. We have a program in the Harlem Hospital that 
they said their job was really not to rehabilitate or to cure, but to 
keep the level of addiction low so that the people won't be out 
there committing crimes. 

In other words, it was just a way, you know, when you got up to 
$100 to $200 a day, vou come in and get on methadone and get it 
back down to $10 to $15. 

Dr. Newman. I can't speak for others, Congressman, but speak- 
ing for myself, I'm a physician. IVe been in this field for 15 years, 
and I view my involvement with methadone treatment as just 
that— a physician's administration of treatment. The fact that it 
happens to have very, very positive side effects for the general com- 
munity in terms of decreased crime, makes me able to get some 
modest measure of support for what I do. But that's not my goal. I 
don't work for the Government. I don't wjrk for the police depart- 
ment. My role is as a physician, to provide medical treatment that 
I know is effective, that I know is safe, to those who want and need 
the services that I can provide. 

The Operation Pressure Point data gives us a real handle on how 
bad a problem, relatively speaking, methadone diversion— as it's 
called— really is. The head of that particular operation gave statis- 
tics on the drugs that were seized. There were tens of thousands of 
individual drug packets that were seized in the course of that oper- 
ation in the lower east side. Methadone, illicit methadone, repre- 
sented less than 1 percent of the drugs that were seized. Is that a 
problem? Sure it's a problem, but you're never going to solve it as 
long as there is demand for treatment that can't be met by the pro- 
grams. As long as legitimate demand can't be met, there is going to 
be an illicit demand for methadone and there's going to be some 
supply to meet that demand. 

Mr. Shaw. Mr. Chairman, I think we're getting a little bit far 
afield. I don't think that the question this committee is looking at 
is to the extent of the problem of methadone; I think what we're 
focusing on and trying to focus on now is whether it's an effective 
cure. 

And, if I may follow my case study on the patient that has come 
in, I have a couple of questions, and I want you to proceed to follow 
it with him. 

Has any background check been done of this individual before 
he's admitted? What do we do to check the truth of his story, of the 
information that he has given us? Do we check with the police 
files? Do we go back and check in his neighborhood? Do we talk to 
any of his neighbors? What do we do to verify that he's just not a 
darn good actor? 

Dr. Nkwman. Congressman, I don't know if you have ever been 
in a methadone clinic, but being a patient in a methadone clinic is 
a pretty horrendous state, given all the controls and regulations 
and monitoring and supervision, the attendance requirements, 
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having to urinate on demand, usually with somebody watching you 
do so. The problem is not trying to keep out nonaddicts who per- 
haps, because they are totally insane, want to get into a methadone 
program without needing to do 30. That's not the problem. 
Mr. Shaw. No. I 

Dr. Newman. And that is not what we focus our attention on. 
When there is a question— and inevitably sometimes there are 
questions as to the need in the case of a particular applicant for 
treatment— we do everything necessary and appropriate, including 
checks with whomever, with consent, in order to find out whether 
that person needs admission. 

But that's not a problem. The problem is accommodating those 
who definitely do need admission, not trying to figure out how to 
pick the one person who is trying to get in who may not need it 

Mr. Shaw. But, there's no— then, there's no routine background 
check made on these individuals? 

Dr. New^n. Background check? No, sir. I'm not sure what I'd 
be looking for. I'm worried about the medical problems, and we do, 
in fact, huve a screening process for letting me as a physician know 
that this person needs my medical help. 

Mr. Shaw. OK. The— you don't generally ask for medical records 
or anything of this nature? 

Dr. Newman. Sure. As I indicated, when it's appropriate, when 
it's considered necessary. Somebody comes in, for instance, and 
says that he's been treated off and on for hepatitis at some hospi- 
tal. Sure, we try to get the records because we're concerned about 
all of the aspects of care of this particular person. 

But, we do that with any other patient. If somebody applies for a 
hypertension program, we do exactly the same thing. Where it's in- 
dicated, we get the information. 

Mr. Shaw. All right. How would payment be made to your 
clinic— and in what amount for his particular treatment? 

Dr. Newman. The reimbursement for our particular program is 
very largely medicaid, supplemented by some State funds, and by a 
very small amount of self-pay patients who actually pay for a clinic 
visit. 

The cost per visit is somewhere in the. neighborhood of $14. I 
think it's more reasonable to talk about Mie costs on a yearly basis, 
since the number of visits per week vary. That's somewhere in the 
neighborhood of $2,000 per year, and it really hasn't changed very 
much in the last 10 years. 

One of the few things that the hospital does that has not gone up 
in the same inflationary spiral as everything else. 

Mr. ShAiV Is the usual visit once a day? 

Dr. Newman. The visit is never more than once a day. The aver- 
age number of visits of all our patients— we have 7,100 patients in 
treatment in our program— the average number of visits per week 
is somewhere in the neighborhood of three and a half to four. 

Mr. Shaw. I don't mean this question to sound disrespectful, but 
I don't know any other way to express it. 

Is this a profttmaking undertaking? 

Dr. Newman. That's not disrespectful at all. Profit is as Ameri- 
can as apple pie. I wish I could answer "yes." But as a matter of 
fact, like every other service in my particular hospital— I might say 
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that I'm the general director of the entire hospital, not just the 
methadone program— we're a nonprofit voluntary institution. We 
rely in part on philanthropic support, and I welcome any contribu- 
tions. But we are a charitable, nonprofit voluntary organization. 

Mr. Shaw. Well, there are many methadone clinics that do turn 
a substantial profit from information that I have received, and I 
would say here that the gross amount received from your own fig- 
ures would be somewhere over $14 million a year. 

Dr. Nkwman. That's right, for the treatment of over 7,000 pa- 
tients. 

I have never run a for-profit, private methadone program, never 
been associated with one ever. But I can't believe that there is the 
amount of money to be made that some journalists and others sus- 
pect, for the simple reason that the staffing that's required in those 
private programs, for-profit programs, is scrutinized with the same 
fervor, maybe more, by my colleagues in FDA and by the State and 
by the DEA as are the voluntary programs. 

So. I can't believe there's that much money to be made, but 
maybe there is. 

Mr. Shaw Dr. Newman, you spoke in your earlier testimony of 
the confidentiality of the records. Are your records on each patient 
available to the FDA? 

Dr. Nkwman. Yes. the FDA inspectors do have access, as do the 
State inspectors. They are governed very stringently by Federal 
law that prevents redisclosure for any purpose whatsoever. But do 
they have access to everything we have. 

Mr. Shaw. And, do they have access to the patients or do they 
ever go speak to the patients? 

Dr. Newman. They are present in the clinics during working 
hours, frequently for days on end, and certainly they have access to 
the patients if they would wish it. 

Mr. Shaw. Mr. Michels, on page 5 of your testimony, you speak 
that— right at the very top, the comments that you have received 
on the notice of intent reveals a very general satisfaction with the 
regulations and standards. 

From whom? 
\ Mr. Michels. These are primarily from 

Mr. Shaw. These are the comments that you received. 

Mr. Michels. That is correct. We went through the formal regu- 
lations development process that we customarily do at the Agei:cy, 
and as I recall, these were primarily from people who are involved 
in the programs and State counterpart officials. 

Mr. Akaka. May I, at this time, Congressman Shaw— Congress- 
man lier) Oilman has some questions. We'll take 5 minutes or so 
for more questions. We hav? a vote on, and we'll see whether we 
can continue with you or move on to the next panel. 

Mr. Gilman. Thank you, Mr. Chairman. I want to welcome Dr, 
Newman and our other panelists here today, I had the pleasure of 
meeting with Dr. Newman and his associates and a number of 
leading rehabilitation program directors in New York City yester- 
day, and the coalition for drug abuse, and I want to commend Dr. 
Newman and the Beth Israel Hospital for hosting that group and 
for spending so much time and effort in trying to provide a more 
effective rehabilitation and treatment program. 
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Dr. Newman, Beth Israel is probably one of the largest metha- 
done hospitals in the Northeast, if not in the country; is it not? 
Dr. Newman. Yes, it is. 

Mr. Gilman. And, as I recall in my visit to your methadone 
clinic a little over a year ago or probably 2 years ago, you had 
quite a substantial backlog at that time. 

How many are you treating now in the methadone clinic? 

Dr. Newman. We have essentially the same number of patients 
because our capacity has remained unchanged. It's slightly over 
7,000, and we have a waiting list of between 1,000 and 1,500. 

Mr. Gilman. 7,000 per? 

Or. Newman. 7,000 patients in a network of 23 clinics, which we 
operate, who are in treatment at any one time. 

Mr. Gilman. At any one time. Now, that would be 7,000 in a 
week, a day, a month? 

Dr. Newman. These are patients who by definition come h at 
least once a week; on the average, they come in three and a hai to 
four times a week. 

Mr. Gilman. And, how long is the average stay in your metha- 
done treatment? How long do th^y stay in your program? 

Dr. Newman. I would say the average is probably in the neigh- 
borhood of 2 years. We have about 500 patients who have been con- 
tinuously active in our program for more than 10 years. We have a 
substantial number who have been in treatment for less than 1 
year. The average, I would say, is about 2 years. 

Mr. Gilman. What's your backlog of people waiting to get in the 
program? 

Dr. Newman. In the neighborhood of 1,000, and I might say that 
if word were out today that we had room, I suspect we would have 
5,000 applicants within the next 10 days, and I 

Mr. Gilman. I yield back to my colleagues that these 1,000 are 
hardcore addicts who are dependent on heroin when they can't get 
methadone and they are out there on the street finding ways to get 
their heroin. 

I've been reading this brochure that's put out by the News-Sun 
Sentinel, "Methadone, a Deadly Cure " How do you respond to the 
poisonous concept that they are saying this is the toxic substance 



What's your quick response to that? 

Dr. Newman. Congressman, I could keep you all week to respond 
to it. Let me just say in a nutshell that to my knowledge, no drug 
used in any form of medical treatment has received as much scruti- 
ny by as many agencies for as long a period of time with respect to 
as many patients as has methadone, and yet has been found to be 
so extraordinarily free of side effects. I have never, ever, heard of a 
single case of a death attributed to appropriately dispensed medica- 
tion. 

I feel the article is absolutely wrong. 

Mr. Gilman. And, Mr. Michels, what about the contention that 
it s not adequately supervised by the Federal agencies? 

Mr. Michkls. I am sorry, sir, but I would just have to disagree 
with the tone and thrust of the entire series of articles. 

Mr. Shaw. Would the gentleman yield to me on that? 

Mr. Gilman. Proceed. 
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Mr. Shaw. Mr. Michels, do you have any records of any deaths 
from methadone properly administered? 
Mr. Mich els. Not that I am aware of. 
Mr. Shaw. Do you have 

Mr. Michels. I will double check to verify that and if so, supply 
it for the record, but as Dr. Newman has characterized his experi- 
ence, I would say that is our experience as well. 
(For the record: There is no information on such deaths.] 
Mr. Shaw. Do you have reports of deaths from methadone 
abuse 

Mr. Michels. We have many reports of deaths associated with 
methadone, but as I indicated before, in the kind of populations 
that we're dealing with here, there are a whole host of other sub- 
stances that are being grossly abused, and we have no information 
which would lead us to a conclusion that methadone is unsafe in 
the circumstances for which it's being used. 

Mr. Gilman. If I might reclaim my time because I'm going to 
have to run as we all will to the rollcall. 

Dr. Newman, to your knowledge, is there any other acceptable 
maintenance program that could be substituted in place of metha- 
done that's available for the public at the present time? 

Dr. Newman. With regard to maintenance, I'm not aware of any 
at all. But I do want to emphasize that I'm not suggesting that 
methadone be supported to the exclusion of other forms of treat- 
ment. There is a need for every form of treatment that offers any 
help to the addict population. Methadone simply has to be one of 
those forms of treatment. There is no other alternative. 

Mr. Gilman. And, I assume you recommend its continued use 
across the country? 

Dr. Newman. I certainly do, for everybody who wants it and who 
needs it. 

Mr. Gilman. Thank you. Thank you, Mr. Chairman. 
Mr. Akaka. Thank you very much, Mr. Gilman. 
I want to thank the panel. 

Mr. Shaw. Mr. Chairman, we are coming back and if the panel 
can stay, I have some further questions that I would like to ask of 
Mr. Michels. I don't anticipate any new questions of Dr. Newman. 

Mr. Akaka. Can you submit the questions or would you 
rather 

Mr. Shaw. Well, are we coming back or are we going to 

Mr. Akaka. Well, we have two more panels coming up. I was 
going to call the next panel when we return. 

Mr. Shaw. I don't think it would take too long. I wanted to ques- 
tion him on some of the answers that he gave to the questions that 
were raised in the Fort Lauderdale News-Sun Sentinel. 

Mr. Akaka. All right. Then 

Mr. Shaw. It shouldn't be too long. I would ask the patience of 
the committee to bear with me on it. 

Mr. Akaka. We'll take a recess now and return in about 15 min- 
utes. 

1 Recess. | 

Mr. Akaka. Will this hearing come to order? Will the panel sit 
and we'll be ready to continue questions from Congressman Shaw. 
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Mr. Shaw. Thank you, Mr. Chairman. I thank you also for bring- 
ing the panel back for Home additional questions which I have. 

Mr. Michels, in referring to your testimony, the portion labelled 
allegations, on page 6, down on the fourth line, you refer to the 
report since the beginning of the methadone program, which is ap- 
proximately H00. 

Is that since 1977? 

Mr. Michels. I believe that's since 1972, when 

Mr. Shaw. 1972, excuse me. Which was the date you gave us 

Mr. Michels. When the product was approved for these uses, yes. 

Mr. Shaw. What is the— how many reports do you receive per 
year? You mentioned that you review and analyzed the 300. Is that 
all the reports that you have received? 

Mr. Michels. That's per year, associated with methadone. We re 
ceive thousands of adverse drug experience reports on all of the 
products under our jurisdiction. I don't have those kinds of statis- 
tics available. So, this is a small portion of that. 

Mr. Shaw. What I'm getting to is what procedures are you using 
in the analysis of the various reports? 

Mr. Michels. OK. Let me give you a brief overview. We have a 
specialized component in the Center for Drugs and Biologies, which 
evaluates all adverse drug reaction reports. Specifically, each 
report is viewed as a single report as to whether it would be reveal- 
ing anything alarming, unknown about that particular product and 
its use, and also reviewed in the context of other reports. For ex- 
ample, the first report of a particular instance of adverse reaction 
may not be alarming, but the fifth or the sixth may give you an 
indication of a trend. So, we are looking at it both from the individ- 
ual report and the epidemiological aspects of that. I should also 
add, Congressman Shaw, that uniquely for methadone, we require 
the submission of adverse drug reaction reports for deaths from the 
clinics. Now, there is mandatory adverse drug reaction reporting 
from manufacturers for all products. 

So, again, the scrutiny for this particular drug is well above and 
beyond that which is the average. 

Mr. Shaw. OK. But, what procedures are used? Do you just 
review the reports that are submitted, or do you go to look at out- 
side sources? 

Mr. Michels. I'm nut sure what you mean 

Mr. Shaw. Do you go beyond the four corners of the reports that 
you receive? 

Mr. Michels. Yes, sir. We reexamine our complete data file on 
these reports. Reports are not exclusive 

Mr. Shaw. Maybe I ought to ask the question, what is in the 
report? Is it an individual case record that comes in? 

Mr. Michels. It generally comes in on a standardized report form 
with information filled in. 

Mr. Shaw. By whom? 

Mr. Michkia. By the reporter, that is generally speaking, the 

physician. 

Mr. Shaw. All right. Then, do you ever go back to the source and 
do an independent investigation? That's what I'm trying to find 
out. 
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Mr. Mt<?iu:i>i. OK. I'm Horry. Yes, on occasion, we do where there 
is some questionable information or incomplete information. Some- 
thing which just might have raised some suspicion about it. 

Mr. Shaw. But, if a report appears proper and complete on its 
face, you do not? 

Mr. Miche s. That is correct. 

Mr. Shaw. You say here, going on to the response to the next 
question, the second allegation as you term it; methadone is re- 
sponsible for the deaths of thousands of people. We strongly dis- 
agree with this allegation, although many adverse reaction reports 
refer to patients who have died while on methadone, the reports do 
not provide any substantiation that the deaths were caused by 
methadone. 

Are you answering this question by the report given to you by 
the physician who is reporting to you on the patient that was 
under his care, and, from that, do you answer the question? Is that 
what you're referring to in the report? 

Mr. Michels. I'm sorry. I'm not quite following your question. 

Mr. Shaw. My question, before I ask who sends in the Report, 
you said these are made bv the clinic, I guess, and signed by the 
physician on a standardized form. 

And, you answered that if the form is complete and appears to 
be correct on it* face, you accept it as it is and there is no random 
selection or you don't go behind the reports unless you're troubled 
by the contents of the report 

Mr. Michels. That is correct. 

Mr. Shaw [continuing]. Or lack of content. 

Mr. Michels. That is correct. 

Mr. Shaw. Now, in answer to the next question, you again rely 
upon the reports in saying that there are no deaths attributed to 
methadone. 

My question to you, is this the sole source behind your comment 
that people are not dying from methadone? The physicians who are 
treating the patients are reporting that they didn't kill any of their 

patients. 

I don't mean to be facetious, but I want your to get the full 
impact of what I'm asking. 

Mr. Michels. Sure. I think I understand the thrust of your ques- 
tion. 

Certainly reports of adverse reactions that are evaluated individ- 
ually and then collectively, that are in our information base, pro- 
vide the primary basis for drawing that conclusion. But as well, as 
has been pointed out earlier today, there are a variety of studies 
that have been tfoing on in other arenas which would not give us 
any signal in the environment that we have a problem in that 
arena. 

In other words, physicians who have been familiar with the use 
of this drug in these particular settings are not raising those ques- 
tions either. We have nothing from any source of information that 
might be available to us that would substantiate this allegation. 

Mr. Shaw. Well, the problem that I see when we are looking at 
this, we're dealing with sort of a subculture anyway, at least the 
great majority of them are. Some of them aren't, but that certainly 
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would be the majority of them, and we seem to be, by the metha- 
done treatment, pursuing a remedy of containment. 

Now maybe that is the proper way to go, maybe there's really no 
cure and if we can just keep them from robbing 7-11's and mug- 
ging itinocent people that we're doing a good job, maybe that's all 
we can expect. 

But, because of the nature of the people that we're talking about, 
I'm not sure you'd really even know. Many of them have very 
sordid pasts, if not sordid present lives, and I m not sure that their 
death is going to raise that many questions because there will be so 
many other ways to explain their deaths. 

Mr. Michels. Yes, I understand the 

Mr. Shaw. My concern is that we may be, by analyzing the bene- 
fits of the program, accepting the reports of those who are adminis- 
tering the programs. Maybe we're really not going far enough and 
we should look forward to see exactly what has happened. 

From the newspaper reports that you're referring to, I do note 
that there are — a substantial 'amount of deaths that are at least 
partly attributed to methadone, perhaps not exclusively, but cer- 
tainly that these type of people are dying at much faster than the 
rate of the rest of the populatipn. 

Mr. Michkls. Congressman, could I take maybe a slightly differ- 
ent perspective on this? You are correct in that the association of 
methadone with deaths in this particular population is terribly 
confounded. There is just no way to separate out what these people 
are doing to themselves, and isolate that methadone is a cause and 
the effect may be death. 

I would also, though, focus on another population, that is those 
reports that we are aware of where methadone has not been associ- 
ated with other substances of abuse at a particular point in time. 

In other words, someone may have been off heroin and not abus- 
mg any other materials for a substantial period of time, and meth- 
adone may be attributed to that particular death. In those particu- 
lar instances, to the best of my knowledge at least, the conditions 
of use of methadone have been such that it may have been pur- 
poseful overdose, that is the person knowing that he was taking too 
much, or accidental overdose for whatever reason, if one can at- 
tribute that sort of thing, or else an incomplete medical history. 
That is, a particular patient not revealing all pertinent information 
to the treatment physician, and, consequently, getting too much 
methadone prescribed. To the best of my understanding, though, 
those are very infrequent instances and are a risk of the kind of 
system that we're trying to operate. 

But, we just, through all of the information available to us, be it 
report forms, other studies, just do not see that kind of association. 

Mr. Shaw. I guess what's worrying me so much is that we don't 
have an investigative staff connected with this, that we are coming 
to our conclusions based upon the reports that are given to us, and 
I wish you'd correct me if that is wrong. 

Have we ever investigated a methadone clinic and, if so, how 
many on how many occasions and what's been the results of that? 

Mr. Michels. Dr. Cooper, did you want to address the first issue, 
and maybe I can come back? 
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Dr. Cooi'KK. We hitve a number of reports we have provided to 
the committee, one of which looks at a study that we did in the 
seventies, comparing three groups. In that study we compared the 
number of deaths among people who were addicted to heroin who 
weren t treated, who were in drug free treatment, and who were 
receiving methadone treatment. 

The study clearly demonstrates that the death rate was the 
lowest among those people in the methadone treatment. 

That study was provided as well as a number of other pieces of 
information similar to that to this committee. 

It is— to followup what Mr. Michels was saying— the population 
at risk here It is very clear and it's long been known that untreat- 
ed heroin addicts have the highest risks for killing themselves acci- 
dentally and intentionally of any other treatment. 

Mr Michkus. And, again, let me reassure you that for whatever 
reason should adverse reaction reports or information come to our 
attention, involving a death where the circumstances may be un- 
usual, too high prescription level of dose of methadone or what- 
ever, that we will investigate and do. 

Mr. Shaw. The chairman advised me that we are falling behind, 
but let me just ask you that question again, though. Have any in- 
vestigations ever turned up any problems, any misuse of the 

Mr. Mich elk. They have not revealed anything beyond the cate- 
gories of problems that I've just discussed. 

Mr. Shaw. Thank you, Mr. Chairman. 

Mr. Rancjkl Thank you very much, and we'll keep the record 
open in case Clay has further questions that may require some an- 
swers. 

On the treatment panel, we have Dr. Mitchell Rosenthal, presi- 
dent, Phoenix House Foundation in New York; and Mr. Karst J 
Besteman, executive director of Alcohol and Drug Abuse Associa- 
tion of New York, and, Dr. Rosenthal, we know that you have a 
time problem with us, and the Chair recognizes that, and will take 
your testimony, and you may proceed. 

TESTIMONY OK DR. MITCHELL S. ROSENTHAL, PRESIDENT, 
PHOENIX HOl'SE FOUNDATION, INC., NEW YORK, NY 
I)r. Rosenthal. Thank you, Mr. Chairman. 
I m Mitchell Rosenthal. I'm a psychiatrist and president of the 
i noenix House Foundation. I'm also chairman of the New York 
Regional Chapter of Therapeutic Communities of America, which 
represents the major drug free residential treatment programs in 
New York State. 

I'm a director of the National Federation of Parents for Drug- 
rree Youth. I've been involved in the treatment of drug abuse for 
more than 20 years, as the chief of the Navy Treatment Unit, as 
the deputy commissioner of New York City's Addiction Services 
Agency, and as the founder of Phoenix House, a drug-free treat- 
ment program. 

Phoenix has grown over the years to include a variety of preven- 
tion and treatment services in both New York and California We 
operate long-term residential programs and short-term outpatient 
programs. We work with adults, adolescents, and families, and we 
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bring drug education courses into schools and drug information 
programs into communities. 

I am grateful for the opportunity to testify here today, and I 
think it's important for this committee to recognize, first, that drug 
abuse is very much a matter of perspective. 

How it looks depends upon where you stand. And the view you 
get in Washington is a particularly grim one. Here you are at the 
receiving end of the statistics that document the seemingly inextri- 
cable grip of drugs on our society. But, there are places where the 
view is even more bleak, and they include many of our major 
cities. 

In New York City alone, we have seen deaths by overdose rise by 
20 percent between 1981 and 1983, and the number of babies born 
addicted increase as much, while the incidents of drug connected 
hepatitis rose by more than 50 percent. 

Drug-related crime has increased sharply. Nearly one fourth of 
the homicides in the city are now drug related. 

And drug abuse looks pretty hopeless in many of the Nation's 
schools, where the presence or the prevalence of drug abusers 
makes education increasingly difficult to accomplish. 

It looks no better in our prisons or in our mental health facilities 
where a growing number of patients are also drug abusers. Yet, 
there is one place where drug abuse does not appear hopeless, and 
that's in treatment programs. Programs like Phoenix House be- 
cause we do not see people getting sick or staying sick or persisting 
in their sickness. 

What we see every day are people getting well, not all of them, 
and not all at once, but regularly, measurably and predictably. 

We daily disprove the myth of drugs' invincible hold and see in- 
stead the invincible spirit of former drug abusers who are breaking 
their drug habits, taking charge of their lives, and returning to 
school, beginning careers, and starting their families. 

Now, with all we hear and we see and we read about drug abuse, 
it sometimes seems that the best kept secret in the Nation is the 
simple fact that drug abuse is curable, that treatment works and 
that it is not only effective, but that it is cost effective to boot. 

You will find attached to my testimony references to studies that 
document the kind of effectiveness treatment programs can demon- 
strate. Studies sponsored in part by the National Institute on Drug 
Abuse. The largest of these has shown that programs like Phoenix 
House, drug free residential programs, where the goal is absti- 
nence, and where many drop out before completing the full 18 
months or even a full 2 years of treatment, these people who are 
dropouts still succeed with nearly half who enter. 

Our own studies at Phoenix House use a harsh standard to dis- 
cover how many of our residents achieve what we call a best suc- 
cess, and that means that they use no drugs, that they engage in 
no crime, and that they are in school or employed full time. 

We have found that 9 out of 10 graduates achieve the best suc- 
cess during the first year after treatment, and more than three 
quarters are still best successes 5 years later. Even dropouts suc- 
ceed, and those who stay for at least 12 months stand a 50-percent 
chance of being a best success. 
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Now, the studies we have done have focused on long term resi- 
dential treatment. It is time consuming therapy, but it is the most 
effective and most cost-effective treatment for those drug abusers 
who are most costly to our society. And, let me point out that most 
of the people that we're talking about are likely to be socially dis- 
advantaged. Most are likely to engage in crime, and they are least 
likely to benefit from traditional mental health treatment. 

Their drug dependency is less often the result of emotional con- 
flict than of social impotence. 

But, these are not the only clients drug-free programs can help. 
Ix>ng term residential treatment is not the sole method we employ. 
Our programs are both long term and short, residential and out pa- 
tient, and designed for adolescents as well as adults. 

At Phoenix House, we even operate a special residential high 
school with the New York City Board of Education. It has a 140- 
acre rural campus, and gives kids a second chance to make careers 
and to move on to college. 

We have learned over the years that the key to successful inter- 
vent ion or treatment is a variety of service programs and a careful 
assessment of client needs and client strengths. We have learned 
that we can help ju3t about any drug abuser, we can deal with all 
types, and all degrees of abuse with all kinds of clients as long as 
they are^prepared to quit. 

And, nobody can help either kids or adults who feel no social 
pressure to change, who feel no family demands to absolutely stop, 
and who have no fear of arrest or who have no fear of loss of em- 
ployment. 

What we have learned from the treatment has made it possible 
for us to mount a drug education program that is reaching more 
than 1*5,000 school children in the New York City metropolitan 
area each year, and we have been fortunate because New York 
City and New York State acted early and aggressively because they 
invested in us and in programs like ours and in programs quite dif- 
ferent from ours, and they created a drug abuse service system 
that is unparalleled any place else in the country. 

I don't think we should lose sight of the great role that has been 
plaved by the National Institute on Drug Abuse. It is their support 
and their research, their encouragement that has allowed the drug 
abuse field to develop in ways that it has, and that has made rou- 
tine and accessible that which was once experimental and rare. 

It has created a climate in which nontraditional approaches 
could rapidly prove their value and their legitimacy. 

Let me point out to the committee that NIDA has only been able 
to do this because it has existed as an independent entity, free to 
set its own priorities, and it has been, in large measure, because of 
NIDA's support, that so many inner-city neighborhoods and so 
many of the Nation's socially disadvantaged are now served by pro- 
grams based in their own communities. 

I feel that any threat to NIDA's independence is a threat to the 
kind of drug abuse services that we have been creating these past 
20 years, and the kind that we have proven will work. I do not be- 
lieve that there is sufficient awareness of these methods and their 
effectiveness within the medical community today. 

f.'i 
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DoctorH simply do not know as much as they should know about 
drugs, and if you're seeking areas in which the Federal Govern- 
ment can display enlightened leadership, then this is surely one. It 
is inconceivable to me, for example, that many doctors qualifying 
today as pediatricians have no more than a cursory understanding 
of drug abuse, which is the major problem of the adolescents that 
they will be serving. 

The result is that these doctors will rarely look for drug abuse. 
No matter how often they see it, they frequently fail to find it be- 
cause they hardly ever consider drugs when formulating their diag- 
nosis. They do not examine for it or test for it or look for indica- 
tions in their patient's medical history, and pediatricians are 
hardly alone. Other specialties are equally at fault. Internists and 
obstetricians, orthopedists, and even psychiatrists often fail to spot 
the drug problems of their patients. 

And here is where the Federal Government can help by requir- 
ing more course work in drugs in our medical schools, by making 
this a condition of continued Federal support for medical educa- 
tion. 

Bui, burning closer to home, let me urge the committee to recog- 
nize the pivotal role of drug abuse treatment, to realize that there 
is no way that we can confront drug abuse without adding to the 
heavy load already carried by treatment programs. 

Certainly greater efforts in prevention are needed, but preven- 
tion will not work unless there is a road back for the kids who are 
now abusing drugs. It will not work in schools where a prevalence 
of drug abusers determine student values. Indeed, the first demon- 
strable effect of a successful prevention program is the identifica- 
tion of candidates for treatment. 

Stricter law enforcement, as we have learned in New York 
during the recent police sweeps, produces more demands for treat- 
ment than it does for felony convictions, and that's what it should 
do, but the result in New York City has been to pack our treat- 
ment programs and put 1,200 drug abusers on our waiting lists. 

The ultimate effectiveness of our efforts to confront drug abuse 
rests upon our capacity to treat and to cure the individual drug 
abuser. Thus, our response to drugs can only be as strong as our 
treatment program, and that is why I urge this committee to give 
first consideration to strengthening these programs. 

In New York State, funds for treatment were reduced 5 years 
ago. Since then, Government support has remained much the 
same. There has been no increase to cover costs that have mounted 
year by year. There has been no way to raise capacity to meet the 
growing demand and no way to afford more than bare bones case. 

And yet, the Congress seems determined in reauthorizing the 
ADMS block grants to deny New York State additional drug abuse 
funds. Now, 1 realize that it's awfully late in the game to talk 
about reauthorization measures that are now in conference com- 
mittee. 

Still, I believe that legislators concerned about drug abuse should 
recognize the inclusion of set asides and the shift toward a funding 
formula based primarily on population, that these pose serious 
threats to the existing treatment programs and are likely to draw 
drug abuse funds away from where they are most needed. 
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1 will not argue that the proposed set asides to expand treatment 
services for women is a bad idea, although I believe women are 
well served by existing sexually integrated programs. But, I can see 
no benefit to a set aside when additional funds are not guaranteed. 

That would mean New York programs, already underfunded and 
unable to meet present demands, might well receive less Federal 
support than they do now. The shift toward an ADMS funding for- 
mula bused heavilv upon population will pretty much ensure that 
no additional funds will come to many of the States where drug 
problems are most severe. 

Now, I do not know how alcohol and mental health problems are 
distributed, but I do know that drug abuse is not evenly spread 
across the country. Drug abuse is contagious, tends to cluster, 
much of it clusters in California and Illinois and New York. 
Indeed, State officials estimate that if present trends continue, we 
in New York will have more than 200,000 heroin addicts by 1988 
and half a million users of cocaine and other equally potent drugs. 

In light of that, I do not see the logic of limiting funds for New 
York and other heavily hit States to increase allocations for States 
which do not face the same size problem, and which have done no- 
where near as much to help themselves. 

What I ask the committee to bear in mind is that treatment is 
the basis of any effective response to drug abuse, resources must be 
made available to strengthen treatment programs, additional re- 
sources cannot be denied to areas where drug problems are pro- 
found and supplied to areas where the need is less; a strong and 
independent NIDA remains essential to sustaining the effective 
treatment capacity for the Nation; and greater understanding of 
drug abuse and drug treatment is needed by the medical profes- 
sion, and the Federal Government should do all that it can to en- 
courage it. 

Finally, let me warn the committee that we are well past the 
time when half measures will suffice. The youngsters who began 
using drugs in high school have grown up. They are parents, they 
are in the work place, they constitute each year a growing propor- 
tion of our population. Stf, each year now, the percentage of the 
Nation at risk is increasing, and each year, the cost of drug abuse 
rises. 

The cost in crime and in social services, the cost to our education 
systems, the cost to our criminal justice systems, and our health 
care and mental health systems. Each year, drugs cost our cities 
more, in declining public facilities, in qualities of life, in safety and 
security, in jobs, taxes and trade. And drugs are costing our indus- 
tries, too, in accidents, in absenteeism; in morale, and in the qual- 
ity ol work 

Drug abuse becomes more costly each day, and the pity is that 
the problem can be beaten. We know how to do it, and we do know 
how to cure it. 

Thank you. 

|The prepared statement of Dr. Rosenthal appears on p. 103.J 
Mr. Raw;kl. Thank you, Doctor. 
Mr. Akaka? 

Mr. Akaka. Thank you very much, Doctor. I just have a few 
questions to ask. 
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One is, how many people who enter your treatment program 
complete the total program? 

Dr. Rosenthal. About 15 percent complete the total program. 
That is, would stay somewhere 18 to 20 months, and about 50 per- 
cent who enter the program would be there for as long as 12 
months. 

Now, those figures are very dependent on the way that laws are 
enforced. For instance, Phoenix House runs a treatment center in 
Orange County, CA. There is a much tougher criminal justice 
system in Orange County, CA, and the number of people who stay 
the required time increases proportionately with the amount of 
pressure. 

In the same way that families that are willing to confront a 
youngster using drugs and demand that that youngster get treat- 
ment, are more likely to find that that youngster enters treatment 
than families who don't want to see the problem. 

Mr. Akaka. What type of followup services do you provide 
for 

Dr. Rosknthal. Followup services? 
Mr. Akaka. Yes. 

Dr. Rosenthal. There are two kinds of followup services. The 
one I described here today was our research effort where, over the 
years, Phoenix House has followed as many as 3,000 of its former 
residents, and I would say that in the 17 years of Phoenix's history, 
we've treated as many as 25,000 residents. 

The 3,000 have been research groups that we have identified by 
random selection and then gone out and found them a year, 3 
years, 5 years, and 7 years later, so that we could do something 
about this followup research. 

The other kind of followup that we do is to have an ongoing rela- 
tionship with a client. I'll give you a typical example. A young man 
drops out of college at— or high school at age 17, comes into Phoe- 
nix House and remains a year and a half. While in Phoenix House, 
continues his high school education, and then while leaving Phoe- 
nix House, goes back to college or may even stay as a part-time 
resident in Phoenix House and go to attend college. 

Then goes on to graduate school or goes onto the work place, so 
that the separation is a gradual separation based on an ability to 
perform rather than a fixed time. 

I may or we may see some of those people a year or two years 
later, when they finish school, they tend to keep contact with Phoe- 
nix and especially with the clinical staff at Phoenix House who 
they have been very close to. 

Mr. Akaka My last question has to do with finances. I noticed 
that 24 percent of your resources come from contributions. Where 
does the rest come from? 

Dr. Rosenthal. About 55 percent of our total annual budget 
comes from grants, from Government, both State dollars and Fed- 
eral dollars, and the balance come from fees that the patients may 
pay or their families may pay or the patients or residents or recipi- 
ents of public welfare, then they will contribute those welfare dol- 
lars voluntarily to remain in the program. 

Mr. Akaka. Thank you very much, Mr. Chairman. 
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Mr. Kanukl. Doctor, whut would be the annual cost for an addict 
to be treated at Phoenix House? 
Dr. Rosenthal If the addict was in our residential program, the 

annual cost would be about $17,000 per year. If 

Mr. Rangel. And 

Dr. Rosenthal. The addict was in our evening program f»nd was 
SrJi?. re8 »dential program, the cost would run around *;,500 to 
$4800 a year. 

Mr. Rangel. What would you get for the $17,000 as a resident, 
board, shelter, what type of treatment? 

Dr. Rosenthal He d get shelter, food, clothing, medical services, 
legal services, and a full program of counseling and therapeutic ac- 
tivities that were designed U really reshape his or her life values, 
goals We re very ambitious therapeutically. We take someone in 
who has become quite misshapen or who never had been shaped 
very properly to begin with and where drugs were an integrated 
piece of this lifestyle, and remove those drugs totally and help 
someone to learn to live with their pain, with their conflicts, with 
their feelings without having to use drugs ever again. 

Mr. Rangel. If the patient cannot afford the $17,000, how 

Dr. Rosenthal. Most of our patients cannot. 

Mr. Rangel. Well, what programs are offered to them? 

Dr. Rosenthal. The patient can, the patient can have the full 
range— most of our patients cannot afford those fees. Probably in 
our residential programs, only about 5 percent of cur patients are 
there paying their own fees. 

The great majority of our patients, either their families are help- 
ing out to some small extent, or they are contributing their welfare 
allowance and the cost is borne through public financiig. 

Mr. Rangel. And, contributions. 

Dr. Rosenthal. And, contributions. 

Mr Rangel. Well, how many people in New York are in resi- 
dence/ 
Dr. Rosenthal. 550. 
Mr. Rangel. Is there a waiting list? 
Dr. Rosenthal. Yes. 
Mr. Rangel. What would that be? 
Dr. Rosenth r.. About 150 today. 

Mr Rangel. Is that the average waiting? What does that mean 
in terms of days, weeks and months? 

Dr. Rosenthal. It usually means somewhere from 2 to 3 weeks. 

Mr. Rangel. Is there a type of patient that you would refuse? 

Jr. Rosenthal. Rarely. There are times that we might not be 
able to handle properly someone with severe medical complications 
<>t the illness that might require more intensive ongoing medical 
therapy, but weve had people who have had serious illnesses in 
treatment, too. That would be one reason. 

Another might be an ongoing mental illness of such severity that 
we felt that the client would be dangerous to other people in the 
program. 

Mr Rangel. Well, if there's no serious mental or physical ill- 
ness, then if you do have room, you'll accept all of the people who 
apply? 
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Dr. Rosenthal. Yes, and frequently, Mr. Chairman, we are 10 to 
15 percent beyond our contractual capacity, sleeping two or three 
in a room that was original ly designed for one. 

Mr. Rangel. Do you use methadone to detoxify your patients ini- 
tially? 

Dr. Rosenthal. Rarely. But, to some extent, that may be the fact 
that we are known as a drug free treatment program and that pa- 
tients who feel that they have a particularly nigh physiologic need 
would selfselect and go themselves for methadone detoxification 
before coming to us In about 5 to 8 percent of our admissions, we 
may see a need at the admissions office to refer the patient for de- 
toxification service^ prior to admission to our program. 

Mr. Rangel. Were you here when Dr, Newman testified about 
this methadone being the same as this drug that his child, his epi- 
leptic child takes? Phenobarbital. 

Dr. Rosenthal. I heard a little of that. 

Mr. Rangel. Did you h*ar any of his testimony about being sick 
and tired of this methadone being referred to as an addictive drug? 
Dr. Rosenthal. Yes, I did hear that. 

Mr. Rangel. And, that he didn't like the idea that it was being 
called a dangerous drug, that it was a very safe drug? 

Dr. Rosenthal. Yes, I thirik, if I might try to reconcile what may 
seem to be a contradiction, I see methadone as having an impor- 
tant place in the overall response to certain kinds of addiction, and 
then being useful in a limited time period. 

Mr. Rangel He said he wouldn't take a person off of methadone 
unless the person asked for it. 

Dr. Rosenthal. Well, I thought— maybe I hoped I heard him say 
that he thought there was a working collaboration between coun- 
selor and doctor and the patient. 

Mr. Rangel. Right. 

Dr. Rosenthal. I do believe that because methadone treatment 
arose out of a framework that was very medically rather than so- 
cially and psychologically oriented, that their belief was that they 
were dealing with almost an organic or physical kind of disease 
and the analogy was often made in the early days of treatment 
that giving someone methadone was like giving a heroin addict- 
giving a heroin addict methadone was like giving a diabetic insulin. 

Mr. Rangel. Well, Doctor, that cnn verv well be. When it all 
started, everybody was confused, no one knew what to do with 
them, and we were just pleased that people recognized that there 
was a problem. 

But, you do have conferences, statewide, nationwide, you come 
together, you discuss the modalities and I guess people know now 
that it is curable without drugs, and others like the doctors almost 
say ; rig that this is a one-way street, once you get on, somewhere 
you get off. 

And, he doesn't think there's anything wrong with it. I don't— I 
am asking you for an opinion, not from where we were, but from 
where we ar \ Do you really believe that its a safe drug that— is 
there any discrimination used in the applicant? 

Supp<,se I end up in a clinic next door to yours that is a metha- 
done clinic, is there any chance once I get into that clinic that I 
ever will know what drug-free therapy will be? 



Dr Koskntiiai There is a chance, it is difficult because the ori- 
entation of most o| the work is in the methadone maintenance 
lield, is to ongoing methadone maintenance. 

1 do think that that is changing. I ho|>e that it changes further. I 
think that there should be a drug-free goal wherever possible. 

Mr. Kancki.. Did you get the impression, Doctor, that a drug-free 
goal was a part of Dr. Newman's objective in treating patients at 
all.' I don t mean to put you on the spot. I'm just really talking to 
yon as a professional because I was rather disappointed in his testi- 
mony that the question of when do you wean off, how long the du- 
ration, the dosage, his attitude was too much focus too much time 
being paid to this, and that we ought to just find out whether these 
people are doing well being maintained on methadone. That was 
his testimony, and that until the patient asks to be taken off, he 
corrected that and said sometimes the doctor may recommend it, 
but they would never be taken off unless both parties agreed to be 
taken off. 

Now, you're saying, too, that the orientation of these people may 
be such that the patient may not see a drug-free modality 

Dr Koskntiiai,. I'm also saying that if the workers in a metha- 
done clinic believe that they are treating an organic illness that is 
basically incurable- 
Mr. Kan<;ki. You're very kind, Doctor, but we say in the Con 
gress that providers normally support what is federally reimbursa- 
ble or Government reimbursable. 

And, if that's what they're selling, then that's the service, it 
really doesn t make any sense in trying something different be- 
cause that's not what they get paid for. 

Now, I don't know whether that's true or not, but, you know, you 
find a group of doctors, they get together and they have methadone 
clinics, and they are into methadone dispensing business. 

Dr. Kosknthai.. I,et me put it in personal terms. I have three 
children. If one of my children were addicted, the last choice of 
treatment for me would be methadone maintenance. If it were the 
only option available at a particular moment, because that was the 
only thing that that young adult felt that he or she could use, I 
would accept that with great reservation and hope that the treat- 
ing physician or treating group would be very limited in the 
amount of time that they would keep my child on methadone. 

I do not see long-term ongoing methadone as the way for us to be 
going in terms of public policy or in terms of medical policy. May 
there be some exceptions to that? Some patients who need to be on 
for many, many years, yes, and I think that qualified physicians 
should make that judgment. 

Mr. Kancki.. Well. Doctor, no one can disagree with what you 
test died, hut we Members of Congress cannot enjoy the expertise 
that you do. and it just seems to me that somewhere along the line, 
there has to be a professional response where people are talking 
about methadone as though it's candy-coated gum, and that we 
should just take this as we take any other type of pill. 

And, I think it's this type of attitude that has caused us to— I 
mean, he is saying drug dependency is no big deal as long as there 
is Government support. He has no problems at all with methadone 
maintenance programs. We never talked about rehabilitation. We 
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never talked about weaning off of the drug, and he seemed like he 
was of fended if we talked about the dosage and the length of treat- 
ment. 

Dr. Rosenthal. 1 think in fairness, the context that professionals 
like Dr. Newman, the context that they are talking about is that 
for those patients who are able to come to a positive socially— those 
patients who are able to work and be positive with their families 
and so forth, that for those people to be taking methadone for some 
period of time is not something that they as patients should be 
criticized for. 

Mr. Rangkl. Yes, but you're not saying that— I hope you're not 
disagreeing that it's a question of which door someone knocks on, 
Phoenix House or one of these clinics. One is drug free and the 
other, you're saying, well, that's the orientation, that's what their 
training is and that's what they believe and, so, I don't take issue 
with it. One's an addict all of his life and the other may get 
cleaned up in 17 months. Plus there's a $15,000 difference. 

But, over the long run, I'd suspect that you might make more out 
of methadone. 

Dr. Rosenthal. Well, we have done some studies comparing the 
costs over longer periods. You can compare the costs over a 4- or 5- 
or (i-year perioc , then a drug-free program like Phoenix House be- 
comes far less costly because the patient is now out of the program 
12, 14, IK monthfe later and is drug free and is no longer any c^st to 
the community. 

Mr. Rangel. Well, 1 just wonder, Doctor, whether a lot of the 
support that we get from methadone programs is not based on the 
fact that you're cutting down crime and you really get somebody to 
see— reducing his habit or reduced it to zero in terrtis of illegal 
drugs and that lie's now dependent on legal drugs, and as long as 
these people are no threat to society and just a threat to them- 
selves, why not subsidize it. 

I hope I m wrong, but I do hope 

Dr. Rosenthal. We also know, though, that many people who 
are given a substitute drug, that that substitute drug did not make 
them well, it did not teach them how to be wise, it does not teach 
them how to do time, it does not teach them a vocation, and it does 
not necessarily, if they are a car thief or a pickpocket, it does not 
necessarily teach them new skills. 

Mr. Rangei, Well, those that advocate heroin maintenance 
never said that they would make the person better. What they are 
saying is that it's better to keep someone subsidized with drugs 
than to have them hitting you over the head to get the price of 
drugs. 

Dr Rosenthal. But, that's a myth, Mr. Chairman. Even in the, 
you know, so-called English experiment where people have always 
maintained that if you give people all the drugs that they want, 
they're going to live happily ever after, indeed, they don't. There 
are two components. 

If somebody has learned to deal with their emotional conflicts 
and life conflicts by getting high, then even if you're giving them 
an amount of legal dosage, whether it's methadone or heroin, they 
are going to want something else to go higher, to get further, and 
to change their state of consciousness. 
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So, whatever you have given them legally, they will augment, 
supplement, mid take something else on top of it anyway with 
some other drug. 

Mr. KancwKL. Did you inadvertently include methadone mainte- 
nance with the heroin maintenance? That's what you said. You 
said that where there was heroin maintenance and methadone 
maintenance, it doesn't work because the person would need some- 
thing in addition in order to acquire their high. 

Dr. Kuhknthal. That's— I did say that, and I did intend to say 
that. I'm trying to say that one has to take a look at the entire 
lifestyle and life problems of the particular patient. There are some 
patients where methadone maintenance may be a desirable treat- 
ment for a Unite period. 

Mr Kangki,. I don't get the impression as a fellow New Yorker 
that these patients come into this big screening multimodal! ty 
center and their needs are evaluated by doctors and psychiatrists 
and after the drug-free modality doesn't work and only in those 
severe cases with the deepest reservations 

Dr Rosknthal. You Ye quite right. 

Mr Rancski. [continuing]. Do they suggest that someone inject or 
drink methadone. 

Dr Rosknthal. You're quite right. To a great extent, it matters 
which door somebody stumbles into. 

Mr Ran<;ki.. And, that's sad, and wh it is worse is that it appears 
to me that there is just no effort beinj. made to substitute that ad- 
dictive drug, that everyone is now addicted to methadone, that pro- 
vide it. 

There's just no search to find something that could serve as an 
antagonistic without becoming addictive. 

Dr Rosknthal. There's got to be some forces operating. Dr. 
Newman also testified that the average length of time in their pro- 
gram was « years, 

Mr itANdia. He did testify to that? 

Dr RnsKNTiiAi, I think I heard him say that. 

Mr Ranoki.. I guess —did he testify ' en Congressman Shaw 
was asking how do they know who the; v got as patients? Your 
patient, how many clinics can he belong to at the same time for 
methadone? Is there any limit how many he i sign up for in how 
many communities? 

Dr Rosknthal. Well, you've got the wrong man here to ask that 
question. 

Mr. Ranokl. 1 know, but I'm depending on you to try to give us 
some better direction to go because if we're going to make a mis- 
take in terms of treatment and modality, 1 would like to make it 
on the side of drug-free modality. But, it just bothers me to see 
people giving out addictive medicine and just saying that mainte- 
nance is no big problem, and that we're spending too much time or 
percentage of doses and length of treatment, and I just wonder 
whether or not if it was someone's relative or friend, whether they 
would be that in different. 

Hut, I Ho know that if you can keep somebody— I didn't say to 
make a whole* person out of them, but if you can keep them just 
waiting out there on litfth and Park Avenue <br another dose of 
^unx'thing. whether it's wine, methadone or a combination of pills, 
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that they an* riot prom* to be running around robbing and beating 
on people. 

In any event, I think what has happened in the last decade, 
Doctor, is that the modality people have come together and have 
decided that we all are going to do the best we can with the tools 
we have to work with, but 1 still have some deep-seated reserva- 
tions. Not so much that we have to uae methadone, but I just find 
in recent years, we are saying that there is very little alternative 
to methadone, that is by those people who are providing it. 

Dr. Rohknthai.. Well, that makes me— that there are insufficient 
alternatives, not only in New York but across the country that 
many parts of the country don't have any place to send their kids 
who are in lots of drug trouble. That's something that concerns me, 
and I'm sure concerns all of you 

Mr. Kanoki, Well, it didn't concern Beth Israel at all, and it just 
bothered me that there wasn't a plea for research and alternatives 
and not to knock what he was doing and does well, but I would not 
feel proud to have to treat people with that stuff. 

Dr. Kohknthal. I concur with what you are saying. I remember 
once being consulted by a public health officer from a foreign coun- 
try, who was considering what to do. They had no program at all in 
this country, and he asked me whether or not they should put in a 
methadone program, and I said, after you have put in a compre- 
hensive drug free program, put in a very small methadone pro- 
gram and don't tell anyone about it ever. 

Mr. Rangel. Well, continue your good work. You certainly have 
served as an example as to what can be done in the Nation, and 
you will continue to have our support, and I only hope that \x: can 
get away from the addictive type of treatments. But, we can only 
do that with research and trying to find out whether something 
works better. Thank you. 

I know that you're late and thank you for your time. 

I'm sorry, Mr. Besteman, but Dr. Rosenthal had to leave. We're 
very anxious to receive your testimony. 

TESTIMONY OF KARST J. BESTEMAN, EXECUTI' E DIRECTOR, AL- 
COHOL AND DRUG PROBLEMS ASSOCIATION OF NORTH AMER- 
ICA 

Mr. Bkstkman. If I may have the immediate privilege of follow- 
ing on to your concern about lengthy methadone treatment, several 
years ago, I would say this was about 6 years ago, when there was 
an analysis done of what was then the CODAP data system that 
was collected by the National Institute on Drug Abuse, the statisti- 
cal pattern was that outside of New York City, the average metha- 
done maintenance treatment consisted of 8 months of treatment, 
and inside of New Yo'k City, the average stay in treatment was 
around the 2 year period. 

I think that goes explicitly to Dr. Rosenthal's point about the 
preconception of the clinician who is running the treatment pro- 
gram as to what the capacity of the patient and the cause of his 
addiction is. Because if I approach my patient as a clinician, that 
he has the capacity to live drug-free and the capacity to be re- 
stored, then even if I realize temporarily, I have to give him respite 
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from his life style ol 'criminality and rushing from one shot to the 
other and hold him Htill for a period of time so we can engage with 
the use of methadone therapeutically, there is no great harm in 
that In that clear, therapeutic plan, I would say methadone is safe. 
Methadone is appropriate and so on. 

Mr Rangki.. Why couldn't I say that if he doesn't take metha- 
done, I don t get paid and if he does, I do get paid. 

Mr. Bkstkman. Well, that's an artifact of our reimbursement 
system, and the people who set the reimbursement system up don't 
think in terms of therapeutics. They think in terms of mechanics. 

Mr. Ran<;ki.. Exactly. 

Mr. Bkstkman. And. that obviously has some influence in the 
Mate ol New York because of their peculiar, I don't like using the 
word peculiar, but they have a rather unique reimbursement 
system tor drug treatment programs that many other States don't 
have. 

Mr. Ranokl I thought in New York you couldn't even apply for 
other henefits unless you were on a methadone program, so thev 
encourage the patients to go 

Mr Bkstkman I think that you will find you have to be in a 
State approved program. It doesn't have to be a methadone pro- 
gram. 

Mr. Rancki.. They have a lot of doctors and everything. 

Mr. Bkstkman. But, I think your concern is well taken, and it is 
met in many other therapeutic settings where the term of mainte- 
nance is seen as part of a total treatment system and not an end in 
itself And, nationally, I believe that's closer to the professional at- 
titude toward methadone. 

New York has uniquely had the vast majority of methadone pa- 
tients Mince the beginning of the use of the drug, and has been 
more dedicated to its continued use among the clinicians that popu- 
late the New York scene 

Mr. Rancki.. Your programs, are they drug free? 

Mr Bkstkman And, we have people in our association who do 
have methadone treatment available, but, yes, drug free. In fact, 
philosophically, if I had to characterize the association, because 
we re both drugs and alcohol, and we have people who are in AA in 
our association and people who are recovering alcoholics, there is a 
great philosophical emphasis on drug-free life as sobriety not equal- 
ling being drug free, but then learning how to live somewhat in the 
terms ol which Dr. Rosenthal talked about being able to deal with 
one s problems and emotions. 

Mr. Ranoki.. Your association are over the executives not with 
the patients 

Mr. Bkstkman. We're with the professionals who do the treating, 
oul il I had to characterise my membership, they would be more in 
committed to drug free as a treatment outcome bv quite a majority 
than they would for maintenance. 

Mr. Ranuki, But, if I was a doctor and I was getting paid to ad- 
minister the methadone to patients, you know, per capita, how 
would you persuade me to be drug free as a member of your asso- 
ciation'' 

Mr. Bkstkman. Because I— if you were a physician and this was 
your major reimbursement mechnr.lsni, I • juld point out™ 
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Mr. Kanuki. My only reimbursement. 

Mr. Besteman. Kven if it was your only reimbursement system, I 
would point out to you that it's youi obligation as a physician not 
to do harm, and that's part of your oath, and that, therefore, you 
have to do what is therapeutically beneficial to your patient, and to 
keep a patient on any treatment, and I don't care if it's some broad 
spectrum antibiotic, just because there's a reimbursement attached 
is unethical behavior for 

Mr. Rangel. Well, I didn't mean it that way. 

Mr. Besteman. Well, but, it's the same— it is a 

Mr. Rangel. If I had orientation that I was really helping some- 
one physically with this addictive drug and that was my true feel- 
ing that the longer they stayed on, the better it is for them. The 
fact that I got paid every time they got a shot was secondary. 

Mr. Besteman. But, interestingly in the professional meetings 
that we hold and in the papers that we present, there are— I don't 
hear that being said anymore, which was being said very early on, 
and I'm talking about the late sixties and the early seventies, that 
this really was something somebody needed for a lifetime. 

There is now more of the idea that there is a very, very small 
group of people who simply can't function without a maintenance 
drug, and the way to test how small that is is to keep encouraging 
the patients to become drug free, and that is more what is actually 
happening. 

Mr Rangel. I am glad to hear that. Did you get that from Dr. 
Newman's testimony? 

Mr. Besteman. Dr. Newman was, I think, trying to make the 
greater point that he doesn't like to get into the details until treat- 
ment capacity becomes more available, but he did point out that 20 
perct it of his patients were being withdrawn annually. 

He did point out the length of stay was about 2 years, and he did 
have a small group of patients who had been beyond 3V& years, and 
I think he even mentioned some patients are up to 10 years. 

But, I think if you'd ask him to do a breakdown, you'd get into 
very small numbers at that end. 

Mr. Rangel. But, it's so difficult really to determine what's hap- 
pening to a patient once they are off the rolls really. 

Mr. Besteman. OK. Well, Mr. Chairman, if I may, I would like to 
talk about the Federal effort for just a minute on the block grant, 
and about some of the things I think they can do in the Federal 
Government to exhibit better leadership characteristics to help lis 
as a Field and things that all of which cost some money, but I'm 
realistic enough to know that in this day and age, we are not in the 
position to ask for millions of dollars. 

I would like to start by reemphasizing the fact that treatment 
does work, whether it's drug free or methadone maintenance. The 
statistics have shown consistently that patients benefit. Funding is 
nv)t adequate to the treatment needs, and also drug prevention and 
education can be successful, but it has to be done, I think, with a 
couple of caveats. 

It has to be part of a greater health education effort. To single 
drug education out as something that should just come into the 
curriculum at some point about the seventh to the twelfth grade, I 
don't believe, is workable. It has to be part of a total attitude and 
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behavior concern about health and ones personal responsibility 
tbat includes and noes dinrtly as a precursor theme such as tobac- 
co and alcohol because they are literally the starter drugs for pre- 
cocious children, and I'm talking about age 9-year-olds and moving 

on. 

With that, I would like to summarize directly some of the things 
that 1 think can be done through the public health service and the 
National Institute on Drug Abuse to be helpful. 

One. I think there should be a clear Federal policy that the Fed- 
eral Government is committed to sustaining a certain level of 
treatment capacity in this country. We had such a policy for about 
N years, and it was abandoned, and it has been eroding steadily • 
since then. 

The attached material to my statement of the NASADAD sum- 
mary of States, you'll read that State after State were cutting back, 
we closed three programs, we won't be able to do this, we ve cut * 
the quality and extensiveness of the services, do less with the same 
amount of money. 

That has to .-top because the number of casualties that are 
ruining into the system is going up, and there has to be that clear 
policy. I don't hear it being stated by anyone at the Federal level. 

There is no response to that important question. The second 
thing. I think, that the public health service and the Federal Gov- 
ernment have to do is take leadership in defining adequate treat- 
ment services and evaluating new treatment techniques. Dr. Rosen- 
thal referred to the fact that NIDA had been very active in devel- 
oping new treatment techniques. 

With the exception of a longer acting maintenance drug and a 
couple of antagonistics, which are still very much in experimental 
status, I know of no new treatment techniques that are being fos- 
tered or encouraged by the Federal effort, and people every day 
have to look at patients, haven't got the money to set aside to try 
that experiment that may or may not work. 

The Federal Government has to take that leadership and say we 
will help discover these, we did in the past, it did in the past and it 
should continue that. 

Mr. Rancskl. Have you ever heard of a doctor called Emmanuel 
Revici? 

Mr. Bkstkman. Yes, I was personally involved with him on two 
occasions 

Mr Kancki*. Do you believe he has anything going for him in the 
area of rehabilitation? 

Mr. Bkstkman. The only explicit one that I evaluated was when 
fie was using a substance he called perse, I believe. P-E-R-S-E. I 
was involved in that evaluation, and there was no data there to 
support his claim, and we looked into that extensively at the re- 
quest of the then chairman of the Alcohol— Drug and Alcohol Sub- 
committee of the Senate. Senator Williams. 

I'm familiar with him. 

Mr Rancki. Well, they are trying to take away his license on 
qiiarkery. 

Mr Bkstkman That has nothing to do with any drug abuse 
issue, though, as I understand it. 
Mr Ran(;i:k. Cancer cure. 
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Mr. Hkhtkman. Yen. Because I have kept track of him a little bit. 

Third, 1 think the Federal Government must restore its informa- 
tion system. You heard part of the data this morning from high 
school surveys. It's not our high school seniors v/ho are coming into 
treatment, it's our dropouts. They are not part of that survey. 

It is not the people who are in the household survey who have 
permanent known addresses so they can be sampled out of the 
community; it's the people without permanent residences or living 
in single rooms that are coming into our treatment programs. And, 
the data around the casualties in drug abuse have disappeared by 
decision of this administration to abandon the very important data 
set. 

Now, it's interesting to me that decision has been made about 
drug abuse. No such decision has been made by the Centers for Dis- 
ease Control in Atlanta, which is also part of the public health 
service, which follows measles. If you had asked Dr. Brandt this 
morning, and he is formerly my boss, I reported directly to him, I 
have high respect for him professionally, but if you had asked him 
where was the last outbreak of measles in this country, he gets 
minimally a monthly report, sometimes when things are a little 
hot, he gets a weekly report, down to eighteen cases in such and 
such a school district. 

If ; ou had asked him what in the latest drug of choice of the last 
10,000 admissions nationally, there is no answer because the data 
system has been abandoned. You cannot make informed policy in 
the response around the treatment system without that informa- 
tion. The administration cannot make an informed recommenda- 
tion and we can't intelligently discuss what ought to be the nation- 
al response because we're all dealing with anecdotal material. 

And, I am one that is very frustrated and discouraged person 
who has been in this field now well over 20 years, and helped put 
soir.o of those data systems together, and now when you ask— 
should ask a reasonable question, I have to say the data has disap- 
peared. 

My informal survey gotten through the State council, NASA- 
DAD, is attached. That's not hard data that you were used to 
seeing 2 or 3 years ago. That has to be restored. 

Four, I think the Federal Government must increase its services 
research activities. Prior to the block grants, under the old section 
410, services research came out of money that was appropriated by 
the Congress to give services. It was clearly earmarked in there. 

When* the block grant came, that money was folded in and 
uecame part of the general services system. The research budget 
was considerably smaller for the institute. It is, in fact, doing serv- 
ices research. But, its actual expenditure on services research is 
less than half of what it was a few years ago. 

The same mechanism, the same block crant impact happened to 
prevention research. Now, both of those research areas are being 
expanded slowly by the Institute within a limited research budget, 
hut major needs of the Held disappeared with the funding mecha- 
nism and the folding of that money into the block grants. 

Fifth, I think * * need much better policy guidance and develop- 
ment by the Federal Government. The field enjoys the strengths of 
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having expei ienn«d State and local exports capable and willing to 
test the usefulness of developing policy early in the discussion. 

The policy forums that were so common to the Federal style, and 
I can name documents starting with the white paper in 1!)75 and 
other documents that came out subsequently, have all but disap- 
peared. 

Outside consultation is not encouraged. There used to be regular 
meetings between Federal officials and the big nine States, New 
York, Pennsylvania and so on. Those meetings have disappeared. 

There is a whole series of interactions where policy was readily 
^debated that no longer exist. Now, thta is a very low cost, but very 
important way to gain a national consensus on what to do. It is 
gone. 

Our association tries to provide that kind of forum with our 
annual meetings, with theme meetings in between, but with the ab- 
sence of knowing where is the Federal Government as an actor, 
our States and our major private agencies that join are a little un- 
settled as to what they can plan on for next year. 

There is no continuity, and this is a definite lack that 1 think the 
public health service could fulfill, either through consensus confer- 
ences, as NIH uses them, or with annual meetings such as the CDC 
has with its Stab' health departments, with the counterparts, 

Now, A DM HA does have this meeting once a year, but it is 
almost purely an informational exchange*. It is short, doesn't give 
any kind of constant interaction, and at least the prior administra- 
tor of that agency said it wasn't that agency's job to engage in 
policy debate. 

Now, if the agency can't engage in policy debate, then where 
does the public and the professional in the field engage in that 
debate? Its a very frustrating situation right now. 

Finally, we are in an era of prevention. Everybody is talking 
about it It is a top priority of the public health service. It is receiv- 
ing attention from our association, from States, States are expand- 
ing their prevention, the block grant mandates prevention. 

The amount of research being done to give firm underpinning to 
that activity so that when we introduce educational programs or 
introduce peer counseling programs, we know what the intended 
impact is, and what the unintended impacts are, it's simply insuffi- 
cient. 

Something in the neighborhood of H percent of the research 
budget is allegedly being put into prevention 'in N1DA. The fact of 
the matter is the States are mandated to do 20 percent, and th«« 
expenditures against treatment and prevention are really a larger 
percentage than that We need more dedicated research in the pre- 
vention area to give guidance. 

And, it's important that that priority be reemphasized. It took 
us, as professionals in the field, and in the combination of Federal, 
State, local, and private effort, if you recall, and I know you were 
around for most of this, and I can't romember if you were here at 
the beginning, but certainly from IWS to 1!)7U, to put together a 
treatment response in this country. 

Eight years of hard effort and a fair Federal investment and 
dollar investment. We, I think, are at risk right now after watching 



( 5 



75 



that system dwindle? and not properly supporting it, of having it 
overwhelmed and having it collapse in the next year or two. 

I don't think that that's an unfair assessment. If that happens, 
we're going to have to do it all over again because the drug abuse 
problem, addiction, is not going away. It is as severe today, the 
number of casualties coming at us is as severe today as it has been 
in the last decade. Now, \ applaud the fact that high school seniors 
are more wise than a decade ago and less drug involved, but I 
cannot applaud the fact that there are heroin addicts, cocaine ad- 
dicts, PCP abusers, just for starters, that keep coming at our treat- 
ment programs at a new level and that's not being responded to. 

The people who run the treatment programs and are on the 
firing line day in and day out are being exhausted. If you look in 
the attached data with my statement, you will see States saying we 
have changed the counselor/patient ratio. 

One State has now a counselor/patient ratio of 1 counselor to 100 
patients. Now, I don't have to tell you there's no* much happening 
therapeutically in that situation. And, that need of the treatment 
system is simply not being addressed, not being recognized, and not 
heing responded to at the present time by the Federal Government. 
It is being responded to by only a few States that have done some 
additional commitment, and the private sector and the cities 
simply can't respond to the need at this point. 

There's not enough research there. We've got to bring drug abuse 
back into a priority ranking in our domestic activities, and that's 
the essence of my statement. 

Thank you. 

[Complete statement of Mr. Besteman appears on p. 106.] 
Mr. Rangel. Thank you, Mr. Besteman. 
Mr. Akaka? 

Mr. Akaka. Mr. Chairman, no questions, except to tell you that I 
appreciate your testimony and your warning to us about retaining 
those resou/ces that are necessary. 

Mr Besteman. Thank you. 

Mi. R angel. Thank you. We will certainly be working hard in 
November to try to make those necessary changes you recommend- 
ed. 

Mr. Besteman. Thank you. 

Mr. Rangel. Our last panel on prevention in the New Jersey 
Statewide Community Organization brings to us Mr. Charles 
Currie, chief of prevention, Division of Narcotic and Drug Abuse 
Control, New Jersey State Department of Health, and Ms. Gale Ka- 
vanagh, coordinator, Division of Narcotic and Drug Abuse Control, 
New Jersey State Department of Health, and Dr. Walter McCar- 
roll, assistant commissioner of education, New Jersey State Depart- 
ment of Education; Detective Sgt. Donald Stumpf, juvenile division, 
Bergenfield Police Department, Bergenfield, NJ, and Ms. Josephine 
Zambrana, SCOP team member, Franklin School, Newark, NJ. 

I thank all of you for coming to share your testimony with us, 
and we'll start with Mr. Currie. 
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TESTIMONY OF <H.\K|,KS (TKK1H, CIIIKF OK PKKVKNTION, IHV1- 
SION OF NAKCOTH AMI llHUi Mil SK CONTROL, NEW JKKSKY 
STATU DKI'AKTMKNT OF HKAI.TH 

Mr. Cukkik Mr. Chairman, members of the committee, I want to 
thank you lor inviting me and my colleagues from New Jersey to 
testify before you about our substance abuse prevention efforts in 
New Jersey. 

My name is Charles Currie. My official position is chief of pre- 
vention, in the State Department of Health, Division of Narcotic 
and Drug Abuse Control. 

I and each of my colleagues will make a brief statement so that 
you will get a total sense of our efforts in New Jersey. 

First, there is a definite need in New Jersey and in our country 
for sound validated prevention and intervention programs, that is 
to say, model programs to reach our people, especially our adoles- 
cent population, before they pass the dreaded line from no use to 
experimental use and misuse to full scale dependency and addic- 
tion. 

A recent survey by the New Jersey attorney generals office indi- 
cates thai there is considerable drug use in New Jersey schools. 
Add this to the fact that there are an estimated 35,000 addicts in 
New Jersey and some 12,000 patients presently receiving treatment 
in our system, of which 1,000 have been admitted in the last year 
for cocaine use, then the realization of the necessity for effective 
prevention and intervention services is indicated. 

And. this is especially true, as other speakers have said, in the 
light of shrinking Federal and State dollars for treatment services 
in our State. 

The second point I want to make is that we in the prevention 
unit, base our prevention efforts on this assumption, that drug or 
sutatance abuse is a conin unity problem. It is, of course, a problem 
for the individual, who suffers physically and psychologically. It is 
a parental problem because the energies of the parents must be 
channeled into thi^ problem for the individual drug user in the 
family. 

It becomes a familial problem because the family dynamics are 
interrupted, scapegoating and blaming take place and a negative 
impact results. It's also a school problem because the youngster is a 
student, and grades generally suffer, ^>sen; ^m, and truancy, 
;.fteii occur j 

The police also get involved when thi£ activity is illegal. Elected 
officials in a community must be concerned because they allocate 
the resources to make the community a quality place to live in. 

The point is that substance abuse in our view is a community 
problem. 

The third point I want to make is that a community problem de- 
mands a community-based response, a community based model, 
and we think we have 1 such a model in New Jersey. 

II is the statewide community organization program, commonly 
and hereafter referred to as SCOP The heart of the scope initiative 
in New Jersey is community organizing or better the process of 
community organizing. 
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The Stair prevention unit seeks to enable, to help communities 
to organize themselves by bringing together their leaders, shaping 
them into a smoothly functioning tear nd throuph an intense 
training session, equipping them with ine knowledge and skills 
they need to assess the problems of their community, to generate 
programs and activities that will respond to these problems. 

The prevention unit supports these efforts through its efforts 
with technical assistance and followup visits. Note the State's role 
in this process is an enabling one, a facilitating role in a collabora- 
tive effort with communities and local institutions. 

Rather than generating programs for communities to respond to 
and adopt, we say to the local communities, we will not program 
for you directly, hut, rather, we will expose you to a process where 
you can help : ourselves to identify and respond to your own 
unique needs and problems. 

In effect, we help communities help therr selves in promoting the 
behaviorial health of their own citizens, particularly their youth. 

If this proactive effort is successful, we believe that the drug and 
alcohol problems of the community and other dysfunctional and re- 
lated behaviors will proportionally decrease. 

Krom l!)7S to the present time, some 120 community-based teams 
have been trained and over 60 up to 70 percent are still active. 

And, my fellow speakers will speak of the implementation and 
the outcome in each of the communities. 

The results in promoting the behaviorial health and lessening 
dysfunctional behaviors in our communities have been substantial. 
Absenteeism from school, for example, vandalism, et cetera, drug 
related behaviors in many cases, have decreased. At the same time, 
thr evaluation of SCOP programs for fiscal benefits derived from 
our efforts indicate substantial savings to local communities. 

Speaking of costs, the av rage cost to the State of implementing 
the SCOP program in a loul community is abuut $4,000 to $8,000. 
This fee includes the salaries of State professionals, consultants, 
equipment, stipends, et cetera. 

Needless to say, in this time of dwindling dollars for substance 
abuse prevention and treatment programming, the cost is relative- 
ly modest, the benefits great in terms of decreased human suffering 
and increased monetary savings. 

Now, I would like to turn the microphone over to my colleague, 
dale Kavanagh, who will expand on my remarks about the SCOP 
program. 

| Complete* statement of Mr. Currie appears on p. 123.] 
Mr. Rangkl. Ms. Kavanagh. 

TKHTIMONY OK OAI,K KAVANACH, SCOP COORDINATOR, DIVI- 
SION OK NARCOTIC AND DRI HI ABCSK CONTROL, NliW JKRSKY 
STATK DKPAKTMKNT OF HKALTII 

Ms. Kavanagh. Sir, I guess I'd like to begin my refocusing on 
and just remember that we spent the bulk of the day so far discuss- 
ing treatment modalities and pros and cons of all of that. 

Our focus is very, very clearly prevention. Prior prevention and 
early intervention for the community work that we've done, and it 
is mainly, as Mr. Currie said, an effort that tends to get people out 
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of what has become almost a national pastime, and that is scape- 
Routing. It the unlit* did their job properly, the communities say, 
we would not have so many problems with youth, that schools 
would shape up and do their jobs properly, we would not have so 
many problems with youth, and if parents, indeed, are certainly 
not what they used to be. They all work and they are getting di- 
vorced and separated and don't seem to care about children as 
much as they are. 

• And, what we, in our experience with communities, have said is 
that s probably all true anyway, let's get on with doing something. 
It is also mainly an effort to stop the rhetoric, which we have a lot 
of, about the problems with youths, and to get people mobile and 
action-oriented because our experience early on pointed out that 
most communities faced with problems with kids tend to do three 
things. 

One is, of course, first deny the problem even exists. Second is 
that they can begin to suggest that it exists, to say it's really only a 
small percentage, and they are not my kids. And, I don't know 
what I can do to get involved. Aiid^ third, and probably most preva- 
lent, is reliance on a crisis to catapault people into action, that's 
short-lived, but it has some effect. It is not pervasive certainly in 
terms of prevention. 

What we began to do when we first formed the prevention unit 
in New Jersey was look around. We had very small amounts of 
money. So then you come up with the issue of do you fund one pro- 
gram, two programs, three programs and that's it. Or could we find 
any other way that would have a more pervasive effect, a ripplimr 
kind of effect. FF 6 

At that same time, we uncovered a community that existed in 
our own State, which was receiving a good deal of local attention, 
State attention, national attention, and that was Bergenfield, NJ. 

tor what they were doing, the approach they were taking, which 
was mainly looking at building health rather than just treating ill- 
ness with youth, not a particula ly revoluntionary idea, but they 
were having success at it, and th ;y had a particular way that they 
did this. 

They formed a team of people and it had ongoing programming. 
I m not going to go into the kinds of programs that developed out 
of that because they began to have real things that you could look 
at in terms of vandalism being reduced and absenteeism decrease 
because our next speaker will tell you exactly what they were able 
to do. 

The programs that they came up with obviously inly reflected 
that particular community, and we had no intent to form little 
Bergenfields all over New Jersey. However, we became convinced 
that the process of pulling together a certain group of people as 
problem solvers to address their needs was perhaps something that 
could be replicated at a low cost, be very creative and allow people 
some ownership. 

I think the other point that's important for me is something that 
was said about 9:30 this morning, and that is the accountability 
issue. We as a State have that accountability factor built in, and I 
don t think that it is fair to any community, regardless of size and 
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demographics or problems, to simply ba^k off and say it's your 
problem 

We have a responsibility to provide resources, support, anything 
that we can and so, in that aspect, the program has been different. 
What we have done literally then is contract with Bergenfield and 
said could you possibly teach other communities what you've done 
here, and began the process that became SCOP. What we said to 
communities als< differed from other programs. 

Community ogani/ing, as everybody knows, is an old. old con- 
cept that's been done and redone a hundred thousand times, and 
will be. We said we wanted very particular people to participate in 
this We wanted six or seven people from the community to come 
and some of those people have to be from schools, and we were not 
necessarily looking for kindergarten teachers, we were looking for 
a decisionmaker. 

We also said you had to have police 1 support, juvenile officers, we 
wanted involved, and anybody else from the community who was 
interested in enhancing youth. So that meant a kaleidoscopic group 
of people. Kverybody from senior citizens to some youth themselves 
to mayors to town council, a ho? c of characters have come through 
in these teams. 

What we do is provide a H-day training, once a community has 
responded yi*s, we're interested in the training, they go for — they 
are given an orientation first by a staff member because \ye want 
to make sure that people do understand this program. 

Were M)t making any promises here. Its a real partnership. 
And, we also, maybe most important, want to make sure that they 
reflect the community that they are coming from because it's also 
beeir my experience that people do not. They come for a variety of 
reasons for these kinds of programs, lots of them very political. So, 
we want to make sure from the onset that we're all clear about 
what our agendas are, as best we can be. 

They come to a >\-dt\y training, and basically the training, very 
briefly, has two focuses. One is very simply, how to get a diverse 
group of people, diverse disciplines with their own agendas and the 
way they think things ought to go, to get into a workable cohesive 
force, and that's not sufficient because jve did that hundreds of 
times in the sixties. 

What we further have them do is teach them the program plan- 
ning models, how d > you come up with problems in a community, 
how do you begin to address them. At the end of li days, people lit- 
erally leave with one. only one, concern, that they have all seven 
or eight people agreed upon, that they will begin to address in a 
program that they will be^in to implement to address that particu- 
lar problem. 

The types of programs that have come out of this are just enor- 
mously varied, and then you'll see, because we have brought repre- 
sentatives from communities themselves. We re talking about being 
in communities that are rural, that are urban, that are suburban. 
Replicating this sain> k process, and 1 just might add a footnote, 1 hat 
in an urban area, we make no pretense to go into Newark and say 
give me a team of seven people and we ll do Newark. We may be 
crazy, but not that so. 
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We take neighborhoods within an urban area and carve out 
small little pieces around one particular school, and Ms. Zambrana 
is an example of that particular kind of a concept, and will reiter- 
ate programs. 

Just very briefly, some of the programs that have developed out 
of this have covered a wide variety. Some have done primary pro- 
grams. That means that they'll look at early intervening, first 
grade, second grade, third grader, who anybody can see are having 
a crisis situation in their life. People that they care about are get- 
ting divorced, getting separated, getting ill, moving, whatever. 

That particular concentrated timt makes it difficult for someone 
fi, 7, 8 to sit still and learn how to multiply. It can lead to lots of 
other things. We can wait or we can intervene. 

One particular community chose a program to intervene early in 
that kind of way. Others have done outdoor programming. They 
have done leadership programming with youngsters. Have done a 
lot of programs that matcn up the elderly and youth. Have done 
programs that match up older youths v» ith younger youths. 

If you need other examples, you can talk about those later be- 
cause you will hear them, and there is also included in the adden- 
dum, the cost effectiveness. 

I guess basically, in summary, most of the programs have in key 
that we try to encourage people to start small, to do something 
tnat is possible for them, to do something that is visible, they will 
see it. the community will see it, they'll realize some success and a 
wonderful example is some of the things that Josephine will talk 
about in Newark 

And. also, the programs that involve youth have a sense of being 
needed and appreciated. We have found that's a powerful antidote 
to being substance abuser and a >y of the other problems that 
ensue off of that 

And. that this is only one approach. There is no pretense here 
that this is the way or a panacea or a miracle machine; its simply 
one approach We have had very interesting results. There's a cost- 
effectiveness study attached. And, our dollars seem to be returned 
manifold. 

Detective Stumpf from Bergenfield really represents our proto- 
type community, and, so, I'd like him to talk about some of the pro- 
grains and the results of what's happened in Bergenfield. 

Mr. HruMi'K. I'll locate Bergenfield for you. It is (i'/a miles outside 
of New York City, your constituency. 

Mr. Rangkl. Johnson and Jc^nson. 

Mr Stumpk Bergen County. We're right across the bridge. We're 
•l 1 .' miles from the (ieorge Washington Bridge. 

Mr Kaniskl. Isn't Johnson and Johnson located there? 

Mr. Sti mpk. They are in New Brunswick, so we're a lot closer. 
Our kids can walk to your city, to your district. So, we are subur- 
ban urban 
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TKHTIMONY OK IlKTKf TIVK S(iT. DONAI J» STUMPP. JMVKNILK 1)1- 
VISION, KKIMiPNPIKIJ) POUCH DKPAKTMKNT, BKIUiKNFIKLI), 
NJ, SCOP TK AM MKMHKK, HKK(iKNFIKIJ) 

Mr Stumpf. In 1971, we got some Federal dollars from the Office 
of ^ Education in some grants coming out of Washington, out of the 
Office of Educatio. for communities helping themselves. I went 
away for some training in New York district, which was Adelphi 
University. Seven of us from the community of Bergenfield, a psy- 
chologist, a teacher, myself, a police officer, community people and 
made a team for this intense training. 

We started to go about the business of looking at drugs and alco- 
hol in the community. Decided that the way to do that was to mo- 
bilize the community and deal with the subissues that cause drug 
abuse, such as single parenthood, absenteeism, vandalism, those 
kinds of things. 

We started to mobilize programs that did not directly take away 
alcohol or deal with marijuana or heavy drug use, and in— we were 
together 12 years. We now operate 28 such programs, such as for 
children that are dysfunctional with their families, programs for 
kids that are high risk, who single families and drug and alcohol 
abuse, and a whole myriad *f programs that are community orga- 
nized, community operated, tha' take no Federal dollars. 

By this process that wt leurnxl, in the Federal training, about a 
very specific way in which to get problems together, Ringing 
people from different arenas, political, the mayor, people thi t don't 
normally get involved, school people, the police, womens clubs, 
people that don't come together to form opinions and solutions, and 
its amazing when you come at the same problem, somebody said 
today, it depends where you stand, and you come upon an agree- 
ment about what it is you want to do, to begin. It's amazing, the 
amount of energies that can be generated by people who were im- 
mohile before and that's what we faced in 1971-72, immobile, fear. 

The dru".'t were coming out of New York, what can we do, our 
children are at risk, denial, just total isolation that we couldn't do 
anything af ail. Becoming mobile, looking at the programs and 
starting to do education programs in the schools that iealt with 
drugs and alcohol, and one of your people said, these young people 
are intelligent enough to be dealt with honestly as we were doing 
kind of fairy tale stuff. 

We did show and tell stuff, you know, that's bad for your health. 
Now we need to be more specific and by getting role models and 
peer counseling pressures where kids like this can he dealt with 
before they take the big step and end up at Phoenix House. 

We have made a community mobile in 10 years that ultimately 
has done three major things for us. It has reduced the drug and 
alcohol involvement by 20 percent. I'm taking those stats by hospi- 
tal incidents, overdose and medical treatment that I'm aware of. 

We have increased our attendance in public schools from Hfi to 94 
percent Wc have reduced the vandalism to public buildings by fifi 
percent, and reduced the amount of arrests of young people by tifi 
percent. 

Seven people working for 10 years in one community, mobilizing 
that community, and taking people who were out of this process, 
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single parents |M opli> on welfare, people who thought they had no 
voice, and making them mobile. We also get volunteers from that, 
and it continues as strong today as it was in 15)72, and the Federal 
-tmend was $3,000 for the original Federal training. 

So that we now have been approached. We did great stuff and 
how can we get it out to the rest of New Jersey, and we got ahold 
o Mr Turne und Ms. Russo, from Trenton, the State department 
health, and said we'd I ike to do this with other communities. We 
woula like to say that there is no magic here. We want to mobilize 
communities to deal with its own problems because Bergenfield's 
problems are different than Newark's problems. And, I don't pro- 
ceed to say that Bergenfield's problems are the same problems as 
in your district because I've been in yiur district. 

But, the people who live in your district know what the problems 
are and it they know what the problems are, they are very close to 
solutions. They need to get away from all those old experts who 
can ell us why we are failing and get some of the people that are 
effective that nave not had a shot to come up with imagination and 
to come up with phenomenally new ways tc deal with old prob- 
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We have done that, we have been able through the State's coop- 
eration to train a hundred other teams who are out there doing 
programming on their own in their own communities and I coulu 
list thousands of programs that they do, which are self-esieem pro- 
grams We have kids in our high school calling senior citizens that 
live alone There are programs, that take the whole garnet of need 
of a social community, and what it does is gives responsibilities to 
the kids. 

Most of our kids that wc want to be responsible, and we give 
them no shot to do that. I see it as a police officer. I see the metha- 
done you were talking about on my streets, that's supposed to be in 
some clinic in New York, and turned up on the streets in Bergen 
( ounty. 

So. you're right in saying that we do have those epidemics, but 
we need to start as early as possible. I would much rather deal 
with a ()- or 7-year-old dealing with his needs and his family, 
whether it be some kind of social support than with the senior in 
my class using that methadone and be heavily addicted to drugs. 

So, I m here to say that it can be done and the community effort 
is inexpensive, and it will continue, and I'm thrilled at my State 
has taken a Iook at that and is able to go from Bergen County to 
C ape May C ounty and offer this training to the other people that 
need it. 

So. I would defer now, because I do tend to talk cn r:.o on, I get 
very excited about this from my side, because I don't believe arrest 
is the answer. I don't be.ieve methadone is the answer. 

Mr. Bestemen. as I recall, said methadone was supposed to be for 
;> percent .of the population who had gone through all the programs 
and failed, and I don't understand how an 18-year-old can be on 
methadone, having had no program tries at all. and that— I'm not 
a doctor. I m not saying that as a doctor. I just don't understand 
that. 

But. Newark is a different place than Bergenfield rnd I'd like to 
deter to Josephine, who can tell you what that training impacted 
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in Newark Now I know you know Newark and I'm sure you can 
identify with that. 
Thank you. 

Mr. Ranuki.. Thank you. Ms. Zambrana? 

TKSTIMON i OF JOSKIMIINK ZAMBUANA, S( OF TEAM MKMBKK. 
FRANKLIN SCHOOL, NKWAKK, NJ 

Ms. Zamhuana. My name is Josephine Zambrana. I'm a parent. I 
work for the Newark Board of Education 1 am a member of the 
bilingual advisory board in the State of New Jersey and also a 
member of the department of lesearch, evaluation and testing for 
the Newark Board of Education 

Before I go into what SCOP has done for our community, and the 
school, I would like to read to you a profile about Franklin School. 

Franklin School is located in Newark, NJ, As most large urban 
cities, Newark suffers the ravages of high unemployment, a serious 
crime rate, and a crumbling financial base. 

Franklin is one of the 0!) elementary schools in the Newark 
public whool system, which is over 90 percent bluok and Hispanic. 

If you visit the Franklin School area, you will see high unem- 
ployment, drug dealers and users, and a sign of poverty. Other in- 
dicators of the neighborhood's great want, could be seen in the 
number of burned out buildings, graffiti, and acts of crime and vio- 
lence. 

The community consists of a few lower middle class and working 
poor persons. However, the overwhelming majority are receiving 
public assistance and living below the official poverty line. The 
community is mainly Hispanic. More so Puerto Rican. 

The functional capacity of Franklin School is a H3J) students, but 
at the present time the enrollment is l,tf2(>. That's almost 500 over 
of what the school population should have. 

I would like to give you a briefing in the at demic achievements. 
On April lt>7*. minimum basic skills tests were administered to the 
third and sixth grade students. The results showed that only 115.75 
percent of thv students have achieved proficiency at the minimum 
basic skil'v level in reading and only 21.47 percent has passed the 
minimum basic skills in mathematics. At the present time these 
skills are much higher. 

Discipline at Franklin School. Children arriving at Franklin did 
not find a quiet, safe, and educationally environment to live and 
learn. Instead, you will find an environment dominated by fear, vi- 
olence, and disruptive behavior. 

Students engage in fighting, setting waste baskets on fire, steal- 
ing and harassment of teachers. Teachers were often heard to say 
that they dt»served combat pay. 

Strategies implemented. One of them was to improve the physi- 
cal appearance of the school. The second one v/as prompt mainte- 
nance. 

Another strategy that was implemented was the involvement of 
SCOP horn Franklin School there were two teams trained by the 
hergenfield team, and these included parents, teachers, senior citi- 
zens, and a policeman. 
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The ttillowiffif; is a brief description of some of the projects imple- 
mented at Franklin School as pa> t of the SCOP concept. 

A. WORKSHOP FOR PARK NTS 

Weekly workshops were offered in areas the parents selected as 
important to them such as legal services, social services, drug and 
alcohol, city government, police protection, helping with home- 
work, and many other similar workshops. 

H. ADULT KDUCATION CLASSKS 

Survey forms were sent to parents and other community people 
to attend evening classes and to select courses or suggest courses of 
interest. 

OI'KN HOUSK 

Franklin School makes special effort to encourage parents to 
attend opt'ii house night. At this event parents talk with teachers, 
see samples of their child's work, discuss their child's report card, 
and visit other teachers who work with their child. The success of 
our open house night can be attributed to the care that is taken to 
establish an environment where parents feel welcome. 

I). (J UK I' ASA NtiWSLKTTKK 

The Que hisa newsletter was established as a means to commu- 
nicate important events and activities at Franklin School. 

K. PARENTS HANDBOOK 

A parent handbook was developed which include the school poli- 
cies, teachers names, room numbers, school services, students and 
parents rights, and so forth. 

K THK FRANKLIN SCHOOL ADVISORY COUNCIL 

Letters were sent to all members of the Franklin School commu- 
nity inviting them to attend an open meeting. Out of this general 
meeting emerged a representative group consisting of school ad- 
ministrators, staff, parents, students, community leaders, central 
office staff, local police, fire department representatives and var- 
iouschurch leaders, and business people. The mission of the council 
is to identify existing problems and analyze thern, help develop pro- 
grams to ameliorate the problems and diligently implement th?m. 

T*. LIVINC; ROOM DIALOGS 

One technique that is used is to speak to a parent that is respit- 
ed in the community and plan a meeting in his/her home, whereby 
other parents are invited to come and share concerns and sugges- 
tions for improving Franklin School. 

H. VANDALISM HOTLINK 

In coop* ration with the Board of Education Security Division, a 
24-hour "Vandalism Hotline 91 was instituted which allows members 
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of the community to call and report vandalism or any suspicious 
activity observed around the school. 

1. 1MPKOVK STUDKNT IN VOLVKMKNT 

Student involvement in school activities was a key factor at 
Franklin School Franklin became their school, the staff worked 
with the students to make it a clean, happy, safe place to come to 
live and learn. 

The students began to be valued and helped make important de- 
cisions about what went on in school. They were also responsible 
for doing much of the work and to keep it functioning smoothly. 

Kthnie pride was very strong among the various racial sub- 
groups—Puerto Ri<*ans, blacks, and Italians — this was viewed as a 
strength and a starting point to begin building a sense of pride in 
the school. One cannot be proud of other groups, your school, or for 
thiit matter anything, unless one feels good about oneself. An out- 
standing example of an activity used at Franklin School to promote 
self-esteem was "balloon day M or "how far will your love go?" 

Once the students began to feel better about themselves, they 
were more willing and able to join hands with others and accept 
more responsibility in maintaining a positive school environment. 

In addition, they were involved in establishing their own class- 
room and school code of behavior. They wei *? encouraged to partici- 
pate in a variety of committees and were generally involved in the 
governing of the school. At Franklin School we have been involved 
in getting help from the police department and from different 
agencies to help our students in our school. 

'so, at Franklin School doors are open to any parent or guardi- 
an that has a child in the school, to come in and talk about any 
problems that they may have. 

Mr. IIangki.. I have to interrupt at this point. We're going to 
have to go to the House floor. But, we will listen to the remainder 
of your testimony as well as that of Dr. McCarroll. 

1 won't be able to return, but I certainly want to take this oppor- 
tunity to thank all of you on behalf of the Congress and the com- 
mittee, and certainly believe that what you're doing is a classic ex- 
ample of vhat can be done by other communities and we'll be shar- 
ing your experiences and your testimonies with our colleagues. 

Mr Cusack will be here for the conclusion of your testimony and 
that of Dr. McCarroll. 

Mr. (Vsack. You may continue. 

Ms. Zambrana. 1 have finished. 

Mr Chsack. All right. Then, why don't we have Dr. McCarroll 
give us his testimony. 

l)r M( ( akkom. I think at this point the most appropriate role 
that I can play is probably to wrap up the concepts and the impor- 
tance of what we consider to be the key issues, tht collaborative 
efforts within the communities and within the State. 
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TESTIMONY OK l)K. WAI/TKR Mo( ARROLL, ASSISTANT COMMIS- 
SIONKR OK KIM < ATION, NKW JKRSKY STATK DKPARTMKNT OK 
MUTATION. AND SCOP TKAM MtiMHMt, SPARTA, NJ 

Dr. McCarroll. Prior to coming to the State department of edu- 
cation. I served for 16 years as superintendent of schools in New 
.Jersey and was directly involved in SCOP programs and other 
kinds of prevention efforts. 

I became convinced over the years from really both perspectives 
that the only way that a successful prevention program can work 
is if it becomes a total community effort. 

On a larger scale, I think the same collaborative effort can apply 
to communities in between the department and state levels. 

U«t me just touch on two or three of the programs in the State 
department of education and the State department of health, that 
have joined together in providing for communities in New Jersey. 

One of the programs, of course, relates to substance abuse. Most 
recently, the departments in a cooperative effort produced a refer- 
ence manual on drug abuse, on student drug and alcohol abuse, a 
comprehensive planning guide to school administrators that we 
expect to he extremely useful to local school district principals and 
.,ther kinds of administrators. 

We have identified program models in the prevention, interven- 
tion and treatment of student substance abuse throughout the 
State. We have offered a series of regional substance abuse Man- 
ning forums, again through the efforts of the department of health 
and the department of education. 

vaST 8 * forUms have a Particularly significant aspect to them that 
Id like to share with you, that being that those districts that decid- 
ed to participate had to mike a commitment in terms of looking 
down the road and pulling together programs, hopefully effective 
programs, for kids. 

They have taken a very important first step. They have acknowl- 
edged that their community has a problem, and whether it's in 
New Jersey or in the other 49 States, I think that's an important 
first step to get rid of the denial aspects of a lot of communities 
and a lot of school districts have is a significant beginning. 

In addition to those programs, a number of school districts have 
been identified and will comprise a pilot implementation project, 
that will be offered during the 1984-85 school year. 

There is also ;i number of in-seiv . programs being offered by 
the Department of Health and the Department of Education 
around the State of New Jersey for people in communities and in 
school districts. 

Let me simply conclude by saying that I think there is an impor- 
tant role here for not only the communities and the State, but I 
also think that there's a role for the Federal Government. I think 
aside from the interests that's being shown by the Federal Govern- 
ment for substance abuse, I think that interest must be exposed 
in the form of a commitment to programs like SCXV, to Oej.art- 
ments <»► Health and Education and other agencies in the Stales, 
through funding for such things as research grants and mi forth. 

I can remember getting back to my early days ir> the SCOP pro- 
gram, when we became kind of overwhelm-^ bv the kinds of 
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priijiM'ts and t hi' efforts that you\e involved in and we kept re- 
minding ourselves I fiat we weren't attempting to change the course 
of history, but if we worked together, perhaps we could make a 
little difference. 

And, I think this collaborative effort has been this cornerstone. 
Thank you very much. 

(Complete statement of Dr. McCarroll appears on p. 152.] 

Mr. Cusack. Thank you very much, and 1 think your testimony 
and your cooperative program is a great credit to you, and certain- 
ly probably one of the most encouragi: g things we have seen in a 
very bleak picture that comes before us in our * rwJa around the 
country relative to confronting the ab»^: oi d and all the 
breakdown in family lift* and in juvenile life. 

And, V" 1 wish you well, and hope that you'll stay in touch with 
us here in .ru.s committee as we will with you. 

Mr Sjijwk. Sergeant, Fd like to ask you a question. I may be 
mixing apples and oranges here, but by way of foundation, how 
loiuj has you. program been in operation? 

IV!' S/n'Miv. Twelve years. 

Mr LnwK Twelve years. And, when you testified, you gave off 
.v.me father impressive statistics by way of reduction and negative 
Kvurrfhces associated with drug abuse. 

Now here's where I may be mixing apples and oranges. When 
Mi. Huss< t titled before this committee at hearings in New York, 
'•otH-erning jutbacks as a result of the block grants for treatment 
and prevet lion, et cetera, he gave some rather alaiming statistics 
in terms <>' New Jersey's overall drug problem. 

For example, he pointed out, and I had not realized this until he 
did mo, that New Jersey on a per capita basis, has the highest 
herein addiction rate in the country, including New York, and that 
it is secorit? only to New York in actual numbers of heroin addicts, 
and then, 0/ course, he cited other statistics con ?rning other dan- 
gerous drugs, heroin, and so forth. 

And, that New Jersey was really experiencing an enormous 
growth in its drug abuse problem. I guess wha f I'm trying to ask of 
you is, given what you describe as tremendous success in terns of 
your program, is that narrowly confined to your locale or is it 
something that is being successful throughout the Sta L e ot New 
Jersey and you're seeing your results only on the school level and 
not necessarily on a broad base populous level? 

Have I made rny question clear? 

Mr. Stumpk. Yes, you have. 

I would respond to that i*y saymg the numbers that I have given 
you are on a very confined level in the community which I ri'pre- 
sent, to whi-.'h this program has been in 12 years. 

Mr Ijowk. What is the demographics of that community? 

Mr Sti'mff That community is approximately fiVa miles outside 
of New York City, in New Jer-y, in Bergen Colli*..*. r t's 2Vu miles 
st|U.we and has 10,000 people in it. It is basically blu*. collar, al- 
leged to be !M) percent white, and 10-percent miriiiltv. 

Mr I«<iwk. OK 

Mr Sti'mpk. That's the community that I am a police officer in, 
have bt. ii for °;i years, and that's the community I speak of. 
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The other facts that Mr. Russo said are shockingly true. We have 
some very serious urban centers, very close to us, Paterson, which I 
think leads some of the numbers of uses of heroin addicts 

We are suburban in a sense, and the other numbers statewide 
have not, at that time, in practice, I don't think, to make that dif- 
ference. 

Mr. Lowk. OK That's what I was leading into. Is there some- 
th.ng in the nature of either the demographics or the community 
or to the fact that the other communis within the State of New 
Jersey have either not had the opportunity to start up this kind of 
program or has the State of New Jersey m/ forcefully -you see 
one of the problems that we have seen in facets of this problem 
• rom treatment to prevention is that depending on the community 
here s a great deal of interest and there's a great deal of suspicion 
that some of these glowing either programs or techniques are put 
into e fleet in certain types o| communities, you know, white, light, 
bright and almost white. 

I mean, it's the kind of thing that it follows a pattern, and I just 
want to ask you about this because Newark certainly doesn't ha"e 
the kind of success rate that you're speaking of. 

Mr. Stumi-k OK. Let me-I would just respond and defer to 
.ale I believe prevention needs time in which to show its roots I 
think you need to be at that business several years before your 
numbers change. y 

I do not think it is an impact such as an arrest, such as a flood- 
ing by police where you can instance, action; I think it takes time 
for those m other words, we're going to deal with elementary 
school kids. It takes us H years to get a school population that has 
had service. 

I think that time is what shows the results of 12 years with us 
and not results with others because we've only been in the SCOP 
model for a years. 

Mr. Lowk Ms. Kavanagh, would you respond to this? This will 
be it for me. I don t want to hold you all, but 

Ms Kavanacm. Yes. I would, because Newark is of particular in- 
terest to me. not only because my office is there. They have had a 
program at Franklin, for example, two SCOP teams only for 3 ft 
years hut >:iteresting statistics even come out of that. 

Such as, prior to their training, they had in the normal course of 
operation, thrt " times a week, break-ins. That was just the norm 
I his year, they .i.ive not had one. Vandalism, break-ins, in»o the 
school. 

Prior to H years ago when they did the natiot al testing that goes 
across the hoard they were c<i maybe rug level and verging under- 
neat h rug level in terms „f riding s^res, i.n terms of math scores 

.|i •< years, they have dramntically-I mean, so much so that 
there was done another computer check to make sure those scores 
coulo possibly be right. So. thev are pen iicularly interesting envi- 
ronment to look at because of exactly what you say, that's said all 
the time. 

This is sort of a nice little program to he blunt, white, and works 
well probably under v number of conditions, with the right socio- 
economic hardware equipped to it. And, I would suggest that's not 
been our experience. • 
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Mr. IjOwk. And, your commitment, too. 

Ms. Kavanaoh. And, the commitment. Well, that's important 
anywhere. My experience is that commitment is no stronger at all 
in the intercity, given the right opportunity, and Ms. Zambrana 
tried to give people a picture of what Franklin was like before and 

after. 

1 think we have to examine that more. Our thrust actually for 
this year is more in the urban areas. It's a lot more work, absolute- 
ly, with -this kind of thing, and the basic mistrust also. 

Mr. I/OWK. This will be mj last question. The other skepticism 
that 1 have in assessing and analyzing a lot of these approaches is 
again, Sergeant, you speak of an operation in your town which, by 
the way, 1 mean, our laws— I'm not being critical of its existence, 
but I suppose what 1 am questioning is the drug problem, the es- 
sence* of drug problems are far more concentrated in cities such as 
Newark, New York City, and parts of the city like Harlem and 
Bedford-Stuyvesant, et cetera, and, yet, a program of great success 
is in operation for 10 years in a rather small community and it's 
only in operation 2 to 3 years in an area like Newark. 

And, I daresay that Newark's drug problem has been greater for 
the last lfi or 20 years than the community wherein you re located. 
Do you see my 

Ms. Kavanaoh. Yeah, 1 do and I think that one of the answers 
is that most people have taken insular approaches to these particu- 
lar problems. Thty believe their specific activity will do it. There 
are drug coordinators in every city around the State and all States 
for that practice. 

Some of them strongly believe by giving jut pamphlets they are 
loing prevention activities. I mean, I find that personally odd, but 
there is— you know, there is a firm belief, now we have taken a 
kind of multifaceted approach that's really difficult in the city. 
(Iranted. 

Mr Cusack Well, you know, to just make a comment on that, 
while sometimes smaller communities are reluctant and slow to 
grasp that they have a drug problem, once they do, they do some- 
thing about it. The large urban areas, they accept the drug prob- 
lem almost per se, and they accept it, and they accept it, and they 
accept it, and they don't do anything about it. Maybe it's for the 
small communities to show the way, turn a little light on. 

Mr Stumpp. To me, Newark, and where Mr. Rangel is from, he's 
about *i or X or 10 or 12 Bergenfields, and what our concept is, 
that's how it used to be di>alt with. We cannot deal with the city 
of 

Mr Kowk Yes, I agree with you. 

Mr Stum pp. Hut, we can deal with Franklin School, and its five 
or six surrounding blocks, and all its parents. And, if we have a 
glimmer of a success there, then that can replicate at another ele- 
mentary. 

When you attempt to do urban training, you attempt to bring in 
urban the people in Tower, they are so diverse that they become 
immobile. 

So, we have said Franklin Street School, its a small beginning, 
but the bottom line is its a beginning, and I don't ever relegate the 
Bergenfield and Franklin would have the same atmosphere or any- 
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thing nor do I Hay that, but I Hay the process of training and of the 
ability to break ttyt down that small is a beginning of change. 

Ms. Kavanagh; An interesting footnote is in the fall, CBS was 
just at Franklin School for 3 days of filming. It will come out— i 
probably went to school and was very impressionable— I modeled— 
programs. 

1 modeled urban area programs, and they certainly are that. 
Mr. Lowk. Thank you very much. 

Ms. Zambkana. Excuse me. I would like to add a little more on 
what Mr. Stumpf said in reference to Franklin School. At Franklin 
School, we have a great involvement of parents, and I think that in 
any community, if you're involved and have parents involved, 
things can be worked out. 

Mr. Ii0wk. We have found that to be the case, Ms. Zambrana. 
Thank you. 

Mr. C'usack. Thank you. Thank you all very much, and this 
hearing is adjourned. 
| Whereupon, at 2'M p.m., the hearing was adjourned.] 
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Opknino Statkmknt hy Chairman Chaki.kh B. Kan<;kl, Ski.kct Committkk on 
Narcotics Abuhk and Control, Housk ok Rkpkkskntativks 

Good morning ladies and gentleman. This morning the Select Committee on Nar- 
cotics Ahus" arid Control will conduct a hearing on drug abuHe treatment and pre- 
vention issues. 

In our hearings across the country and in Washington over the past year and a 
half, we have heard conflicting testimony as to whether ,d rug abuse in America is 
increasing, decreasing or leveling off Notwithstanding these differing views, howev- 
er, a number of critical facte clearly emerge. 

First, drug alius** continues to be one of the most serious public health and social 
problems hi our nation today. 

Drug abuse cost*: our society an estimated $100 billion each year. 

Drug use has escalated dramatically over the past two decades, particularly 
among our young people, and remains at un acceptably high levels. It is thought 
that levels of drug use in the United States exceed those in any other industrialized 
nation in the world. 

From VMH to HW2. cocaine related deaths and emergency room episodes jumped 
•11 HI tierrent and remain at high levels. Heroin related hosoital emergencies rose 
nearly HO iiercent nationally, and heroin overdose deaths increased almost fill per- 
cent over the same period fn my own leity of New York, heroin deaths rooe from 246 
to f>2s. a I IT) percent increase, and remain high. 

Second, states and localities are increasingly unable to meet the growing demand 
for treatment and prevention services. This is especially true in many of our na- 
tion's large urban areas that are hardest hit by drug abuse. 

(Krer !>1 percent of the States responding to a 19HH survey conducted by the Na- 
tional Association of State Alcohol and Drug Abuse Directors reported an unmet 
need for treatment and prevention services in their States. 
New York City has a waiting list of over l,f>0<) persons who have sought treatment 



According to a recent survey by the National Association for City Drug and Alco- 
hol Coordination, many cities report reductions in treatment and prevention serv- 
ices, waiting lists and gaps in services, and existing programs that are heavily over- 
utilized 

Third, there is a strong feeling among State and local drug abuse treatment and 
prevention professionals that the Federal Government has abdicated its leadership 
responsible ics in this important area. 

hedcral funding for drug abuse services has decreased by about 40 percent under 
the Alcohol. Drug Abuse and Mental Health Services Block Grant. 

State and local revenues and private resources hav« not been sufficient to fill the 
gap created by Federal budget cuts, leaving many ste'es with the difficult prospect 
of trying to do more with less. 

Technical assistance, public information activities tuid other forms of Federal sup- 
l>oi l also have been cut back significantly. 

In the words of one witness, the abrupt reduction ii ihe level of Federal contribu- 
tion to prevention and treatment programs amounts o "a simple abandonment by 
the Federal Government of the prevention and treatment field. 1 

Todav, the Select Committee will ask what the Federnl Government is doing to 
meet the growing demand for drug abuse treatment and prevention services. We 
will review the activities of the Department of Health and Human Services and the 
Department of Kdueation to see how well they are responding to the concerns we 
have heard from State and local treatment, and prevention profe qinnnl* Wm will 
also hear reports on the current situation from treatment and prevention experts 
who are ir the front lines of our fight against drug abuse. 
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Another issue the Conuuitlee will examine is the role of methadone maintenance 
in treating drug ikMk hoii Mel hadone maintenance has heen a controversial treat- 
ment modality Questions hnvt* been rais«Ml regarding the safety 'uid efficacy of 
methadone and whether it is appropriate to substitute dependence on one drug for 
dependence on another On the other side, studies have demonstrated that clients 
who remain in methadone treatment show improvements in terms of employment 
and social functioning, decreased drug use and decreased criminal behavior. We will 
al*i look at drug free treatment alternatives 

Finally, the Committee will hear from a panel of State and local representatives 
from New Jersey who are involved in the Statewide Community Organization Pro- 
gram iHCOI'i This community hased drug abuse prevention approach has been sue- 
cessful in increasing school attendance, encouraging youth volunteer services, and 
reducing vandalism and other forms of disruptive* behavior associated with drug use. 
We are anxious to learn more about this successful prevention effort. 

I want to thank all our witnesses for taking the time and trouble to be with us 
today We look forward to your testimony. 

Netore we hear from our first panel, i invito the other members of the Committee 
to make opening remarks 



Statkmknt by Lawkknc-k K Davknport. Assistant Skcrktaky kok Klkmkntauy 

AND 8KCONDAKY EDUCATION 

Mr Chairman ami Meinlicrs of the Committee: I am pleased to appear before you 
as part of this panel to discuss the Federal role in drug abuse treatment, prevention 
and education 

As you iin- aware, the Department of Education is the sole Federal agency with a 
broad mandate to work with the nation's schools. The Department and its organiza- 
tional predecessor have twelve years of experience in developing school-based alco- 
hol and drug ahuse education programs The primary role of the Department in this 
area is to provide leadership, training and technical assistance to school systems for 
the purpose of developing local school capacity to deal with local alcohol and drug 
abuse problems using local resources. 

The Department of Kducation supports the Alcohol and D; g Abuse Education 
Program which assists schools and communities to deal with the problems of alcohol 
and drug abuse This program through five regional training centers and a program 
sup[>ort pro; rt. maintains a national network for training, dissemination and tech- 
nical assistance Currently. 500 local schools and State agencies located throughout 
the country are part of the network Each Regional Training Center, as part of its 
scope ol work, provides available technical assistance to State agencies and loc .1 
school systems. Much of this technical assistance is in the areas of program plam 
mug and curriculum development 

As part of its leadership role the Department, through each of the five Regional 
i raining and Resource Centers, sponsors annual regional conferences to bring to- 
gether personnel from local schoois and Stat* agencies concerned with prevention of 
Alcohol and drug abuse. 

The Department of Kducation does not develop drug abuse education materials or 
curricula However, curricula and materials are developed by a wide variety of orga- 
nizations m the eountiy. and a partial list is made available through the National 
Clearinghouse for Drug Abuse Information and Alcohol Information as well as the 
National Institute of Drug Abuse. 

A prime component of the Alcohol and Drug Abuse Education Program is the 
school team approach Team members are trained and then, in turn assist the facul- 
ty and administration of other schools in developing and implementing ways to pre- 
vent ami reduce alcohol and drug abuse. The program has established school teams 
which reflect a variety of community interests and resources, and are supported 
with training and follow-up assistance, in every State and territory. A total of 4,500 
school teams have been trained." These teams will affect approximately 7Wi,000 
young |>eop!e annually In Mm alone, the five regional centers trained approximate- 
ly MO new school teams, while providing further training and on-site assistance to 
'W»0 school teams trained in previous years. 

The purpose of the program is to work with these school teams until they become 
self sustaining groups. Each school team after training is expected to tiain addition- 
al school teams in its school system. For example, school teams in Wichita, Kansas 
have now trained tin other teams in their district and will increase this to 75 teams 
by next year 
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Another locus ol iIm* school team approach is the involvement of parents. To this 
end* school teams are encouraged to involve parent groups a s the teams initiate pro- 
grams in their schools and communities, 

It is clear that drug and alcohol abuse and disruptive behavior have multiple 
causes in the community* family and school. Schools and parents can either exacer- 
bate the problems or they can address th*se behaviors and become part of the solu- 
tion It is important that parents and schools work cooperatively to identify prob- 
lems and offer constructive solutions* rather than behave as antagonists, each blam- 
ing the other for the problem and lack 0/ solutions. 

The program is also currently implementing a "System Approach in the Preven- 
tion of Alcohol and Drug Abuse'* which focuses on the district superintendent and 
the school principal. As team leader, the principal must orchestrate the various pro- 
grams in the school to reduce alcohol and drug abuse behavior. The district superin- 
tendent is responsible for providing leadership for all drug and alcohol related pre- 
vention activities in the entire school system. 

The Alcohol and Drug Abuse Education program relies extensively on volunteer 
participation by school staff and community members and support from non-Federal 
sources. Again the backbone of this program is tiie team approach. The Fedora! in- 
vestment for each school team is only about $20,000. About 1 60,000 volunteer hours 
are contributed over an average 12-month period. In addition, over an average 12- 
month period, the program generates about $1.8 million from non-Federal sources. 
This money, often raised through local community efforts and through local indus- 
try investment, is used to further the prevention programs in these communities. 

In our I MR budget we have requested $3,000,000 for this program. This is an in- 
crease of $150,000 over the 19S4 level. With this funding we expect to continue those 
activities that are currently underway as well an expanding our efforts in discipline 
related problems in the schools. The increased funding will allow pilot schools to 
implement discipline-related programs through the school team approach. The re- 
sults of the program can then be disseminated to a much larger number of schools 
through the Department of Education s Alcohol and Drug Abuse National Training 
System. 

Mr Chairman, as you know, the solutions to the problem of alcohol and drug 
abuse are as varied ae the people who are afflicted. Some communities have been 
hard hit with this problem while others have been more fortunate. But, in each 
case, there lies the shattered hopes and dreams of families. Drug addiction, unfortu- 
nately, is too often the springboard to other problems such as crime, unemployment 
and child abuse. No one solution will work in every case. 

The Department of Education recognizes this problem and understands that early 
awareness for children of the dangers of drug and alcohol use is one of the best 
methods of deterence. Our program, structured around the team approach, allows 
communities the freedom to develop policies and programs which best address their 
needs. The program is self-sustaining and once Federal support is withdrawn, these 
teams continue their work and serve as one of the most effective of our Nations 
defense against further drug abuse. 

I will be happy to respond to any questions you may have. 

Statement by Edward N. Brandt, Jr., M.D., Assistant Secretary for Health, 
Department or Health and Human Services 

Mr. Chairman, and members of the Select Committee: I appreciate your invitation 
to appear today to discuss the Department of Health and Human Servicet support 
of drug abuse treatment and prevention programs. The Administration is commit- 
ted, through both supply and demand reduction activities, to the reduction of drug 
abuse in our society. In each of the past 3 years, nearlv one billion dollarc in Feder- 
al funds, exclusive of block grant funds awarded to the States, have been directed 
toward this goal. On the demand reduction side, the efforts of HHS are complement- 
ed by those of the Department of Education, as well as other Federal agencies. 

We are pleased to appear today with the Department of Education, with which we 
share prevention information and approaches through interagency meetings on pre- 
vention, regional meetings of NIDA s National Prevention NetworK, and the Depart- 
ment of Education's five Regional Training Centers for Drug and Alcohol Preven- 
tion Education. 

Within HHS, we conduct research, disseminate information both to the drug 
abuse field and to the public, end— through a block grant program— support State 
efforts for those who are currently afflicted by drug abuse and help prevent others 
from abusing drugs. All of these activities are designed to benefit our society as a 
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whole by reducing tht- demand lor drugs To this end, the President s Fiscal Year 
l!W.i budget request would fund the Alcohol and Drug Abuse and Mental Health 
Services <ADMS> Block Grant program at $472.U million, an increase of $10 million 
over the Fiscal Year 1984 appropriation. Similarly, the President's Fiscal Year 1985 
KTr** 1 » r reH6arch activities by the National Institute on Drug Abuse (NIDA) is 
SM million, an increase of $9 million above the Fiscal Year 1984 level— the largest 
IMTcentage increase for any categorical Held in the Public Health Service. Clearly 
the Administration feels that addressing the problem of drug abuse is an important 
priority 

So that we can better understand the nature of the challenge we all face, I would 
like now to briefly summarize the dimensions of the drug problem, before describing 
our current efforts to deal with it. 



DEMOGRAPHICS OF THE PROBLEM 

Drug abuse is certainly a major public health problem with unique characteris- 
tics Drug abuse patterns change very rapidly, as demonstrated by the nearly 30-fold 
increase in marijuana use by young people between the late 1950s and the late 
UMls. The steady increase in drug abuse has not been limited to marijuana; there 
has been a very substantial increase in use of most other drugs during the same 
approximate time. Additionally, unlike any other disease we face, there are illegal 
and highly profitable activities undertaken worldwide to actively promote drug 
abuse 'I he persistent nature of these activities causes society to devote billions of 
dollars each year to health, social, and law enforcement activities. Because drug 
abuse is actively promoted by a criminal element, it requires us to be vigilant and 
dedicated in repeating our prevention message to each new generation of youth. 

The current levels of drug abuse by youngsters and young adults represent a to- 
tally new phenomenon as far as health epidemics are concerned. To underscore the 
current seriousness of the problem, particularly among youth, we must consider 
that despite our efforts: 

Nearly two out of three young people try an illicit dr»g before they finish high 
school. Ui4 percent) 

Almost one in every 18 high school seniors is actively using marijuana on a daily 
or near daily basis, and approximately 20 percent have done so for at least a month 
at some time in their lives. 

About one in every IB seniors is drinking alcohol daily, and over 40 percent have 
had five or more drinks, and/or been drunk, at least once during the past two 
weeks. 

One third of the American household population over age 12 has used marijuana, 
cocaine, heroin, or another psychoactive drug for nonmedical purposes at some time 
during their lives. In addition, about one in every five Americans in households sur- 
veyed has used one of these drugs within the past year. It is important to note, how- 
ever, the encouraging side of this statistic, such as that two out of three Americans 
have never used any of these drugs. 

In terms of the number of users nationwide, use of many drugs has begun to de- 
crease We are encouraged that among our youth there is increased awareness of 
the adverse health consequences of drug use which did not exist some years ago. 
1 hese attitudes and the decline in usage are documented by a variety of sources, 
including our High School Senior Survey and National Household Survey, a variety 
of State surveys, and public opinion polls. Simultaneously, however, visits to medi- 
cal emergency rooms related to the four most problematic drugs (cocaine, marijua- 
na, PCP, and heroin) have risen sharply. 

Thus, although the percentages or new and current users of most drugs in this 
country's population are decreasing or leveling-off, the adverse consequences associ- 
ate with drug tim* continue to increase. This sometimes results in the appearance 
of seemingly contradictory trends; that is, a decrease in the overall number of users 
nationwide, but an increase in the number who are addicted and need treatment, 
and in the number of medical complications and drug related deaths as reported by 
hospital emergency rooms and medical complications and drug related deaths as re- 
IKirted by hospital emergency rooms and medical examiners. As a result, the encour- 
aging signs in national and state prevalence surveys must be tempered by the real- 
isation that drug use by our young people continues to be viewed by leading experts 
as probably the highest in the western industrialized world. 

The destructive effects of drugs on the health of those who abuse them are a 
major concern of ours. We gather information on the current, acute negative health 
consequences of drug use. such as drug overdoses, through the Drug Abuse Warning 
Network iDAWN) Through the DAWN data system, which is comprised of 758 
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emergency rwm and medical examiner facilities located primarily in 26 metropoli- 
tan areas throughout the United States, NIDA receives reports on drug-related 
cases on an ongoing basis. Although levels of use for most drugs have peaked or are 
beginning to decline, particularly among youth, patterns of heavier use, and use of 
more potent drugs, are present among numerous subgroups of users such as heroin 
addicts, cocaine users, and poly-drug abusers. This abuse has a significant impact on 
the health care system. . . . , . M 

instances of these apparently contradictory trends are evident when considering 
both heroin and cocaine. While use of heroin and other opiaj • drugs has not in- 
creased appreciably since i981 f subgroups of heavy users, by increasing their con- 
sumption, nave caused an inevitable increase in the measures of medical and social 
consequences associated with these drugs. 

Use of cocaine also has shown signs of leveling off among high school seniors, but 
the medical emergencies associated with more intense use of this drug are increas- 
ing at an alarming rate. The increases in the health effects of these very dangerous 
drugs, as well as temporary interruptions in their supply, may create surges in 
demand for treatment. In some localities these surges may be accommodated; in 
others, a temporary overloading of the existing treatment capacity results. The situ- 
ation is highly variable from State to State and locality to locality, and among vari- 
ous user groups. For these reasons, we believe the ADMS Block Grant is 'he right 
mechanism to address these diverse needs. The Block Grant approach allows the 
States the flexibility necessary to deal with the highly fluid nature of drug abuse 
treatment demand. Let me now give a brief overview of the ADMS Block Grant as 
it applies to drug abuse. 

THK ALCOHOL AND DRUG ABUSE A^D MENTAL HEALTH 8ERV1CES BLOCK GRANT 

Although Federal funding through the ADMS Block Grant program continues to 
represent a substantial poition of the total revenue available to wmxiit drug abuse 
p-evention and treatment services, the Federal Government since the mid-1970s has 
not been the major direct supporter of drug abuse treatment and prevention serv- 
ices. State and local governments, other public welfare programs, public and private 
insurance, and client fees have increasingly made up the bulk of total tunding. *or 
example, findings of the National Drug and Alcoholism Treatment Utilization 
Survey (NDATUS) from 1980 and 1982 demonstrate that while total financial sup- 
port for drug abuse services has increased by 10 percent, the largest part of the in- 
crease in revenue came from third party payments, State and local governments, 
and in client fees We realize that these are aggregate national data and that they 
may not reflect actual funding patterns in each State; nevertheless, they demon- 
strate evidence of the continuing diversity of financial support for drug abuse serv- 

10 The ADMS Block Grant program provides funds to the States in support of their 
alcohol, drug abuse, and mental health activities in the areas of prevention, treat- 
ment, and rehabilitation. It has consolidated a numbev of separate and somewhat 
inflexible categorical grant programs: alcoholism State formula grants, alcohol 
abuse and alcoholism project grants and contracts, drug abuse State formula grants, 
drug abuse statewide service grants, and community mental health centers grants. 

tF its restructuring of Federal assistance came from our conviction that the States 
are better able to allocate funds for health programs within their boundaries than is 
the Federal Government. The tasks of identifying the specialized requirements of 
geographical areas, targeting resources on underserved populations, making re- 
source allocations among competing needs, and monitoring the success ot health 
service activities all require the kind of closeness and sensitivity to local conditions 
that are characteristic of State administration. Early results of studies conducted by 
the Urban Institute and the General Accounting Office indicate that States are ef- 
fectively and efficiently using these Federal funds to address their own unique 
health care problems. States even have the flexibility to transfer funds among t... 
different block grant programs. For example, the Stai. of Kentucky has shifted a 
significant portion of the funds from their Social Service* ^\ Grant to support 
alcohol, drug abuse, and mental health services 4 ... . 

Our experience has taught us that the basic philosophy was correct. All indica- 
tions are that the block grant mechanism is working smoothly. This is in large 
measure due to the fact that States were already playing a major role in drug abuw 
treatment and prevention services prior to the ADMS Block orant when States ad- 
ministered federal funds under drug abuse statewide services giants. The Secre- 
tary's Report to Congress submitted in January contained aeyeral examples of the 
ease with which States were able to implement the ADMS Block Grant. The 
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School-based preventive intervention research is a major focus of NIDA's Preven- 
tion Research Brunch. Studies are conducted in selected schools to develop effective 
prevention approaches suitable for dissemination across the Nation. The effective- 
ness of existing prevention programs is also assessed for applicability for widespread 
dissemination to other schools. Eight school-based prevention research projects are 
being supported in FY 1984 at a cost of approximately $2.1 million. 

The focus of NIDA's prevention research is primarily on programs for middle 
school and junior high school age students, the age groups in which vulnerability to 
drug use begins. Programs for senior high school students are also studied. Some of 
the approaches currently being assessed include: 1) programs that sensitize youth to 
sscial influences and ptessures from their peers, family, and the media to use 
drugs—ana teach youth to resist or "just say no" to these pressures; 2) social skills 
programs that provide training in a variety of communication and decision-making 
skills, as well as specific skills to resist pressures to use drugs; 3j personal value 
systems programs which help youth develop attitudes which are antithetical to drug 
use; and 4) therapeutic day-school programs for high-risk youth who are not func- 
tioning well within the normal school environment. 

Research conducted over the last several years has demonstrated that the social 
influences approach can reduce the onset rate of smoking by up to 50%, during 
early adolescence. Preliminary evidence suggests that this approach is effective in 
preventing the onset of alcohol and marijuana at least in the short term. Among the 
research questions yet to be addressed are: 1) the long term effectiveness of preven- 
tion programs: 2) program effectiveness under typical classroom conditions; and 3) 
the effectiveness of programs with various cultural and ethnic groups. As promising 
approaches arr ready tor dissemination, we will conduct research on how best to 
achieve widespread adoption of these approaches by our Nation's schools. 

Over the past two years, NIDA has refocused its public 'ducation activities to 
reach a broad national audience. Building on findings from NIDA supported re- 
search, two national media campaigns were developed in FY 1982. The National 
Marijuana Education Program: "ft\? a Fact ... Pot Hurts" wac launched in May of 
VM\ through the Single State agencies to reinforce the growing perception of mari- 
juana's adverse health consequences and help prevent its use among 11-13 year 
olds. 

The National Drug Abuse Prevention Campaign is designed to reach parents and 
young people with drug abuse prevention messages through a broad range of media 
materials. The purpose of the campaign is to motivate parents to learn about drugs, 
talk to their children about the drug problem, and join with other parents to dis- 
courage drug abuse in their community. Building on NIDA research findings that 
teens do respond to concerns about the health consequences of drugs, NIDA is seek- 
ing to motivate young people to take appropriate action to resist peer pressure with- 
out losing status among their friends. 

"Just Say No/' the basic theme of the campaign and its message to youth, is being 
carried through public service announcements on television and radio, posters, and 
print advertising. At the same time, parents are being urged to get involved and 
talk to children about drugs. The support materials for the project include: "P»er 
Pressure: It's OK to Say No," "Parents: What You Can Do About Drug Abuse"; and 
six flyers on the health effects of commonly abused drugs. 

Continuation of the Drug Abuse Prevention Media Campaign fn Fiscal Year 1984 
will reinforce the parent and youth themes for the genera! population and highlight 
these themes through appropriate materials for special target audiences in the 
Black and Hispanic communities. 

Last year the Institute assisted the National Broadcasting Company in developing 
a media campaign involving its five owned-and-operated stations and its 200 affili- 
ates. This program, called Y, Don't be a T ope," featured NBC television stars who 
presented messages about peer pressure „nat NIDA research has found effective in 
preventing drug abuse. Also included were a series of five minidocumentaries and a 
drug abuse quiz program hosted by Dr. Frank Field. 

NIDA also assisted Peoples, one of the largest drug store chains in the country, in 
the development of its public education program for parents, "Drug Abuse: Spot It/ 
Stop It " Composed of six drug and alcohol flyers, print ads, and radio spots, the 
campaign emphasized parent action protecting their children against drug aouse. 

Drug abuse prevention messages carried as part of network television entertain- 
ment progams often are the result of NIDA technical assistance. Through the Scott 
Newman Drug Abuse Prevention Awards, the television community is rewarded for 
developing drug abuse prevention themes in national programming. In 1982 and 
UWH, the six winning programs were: "WKRP in Cincinnati; PilhT and "Quincy: 
Bitter Pills" (wh ch dealt with "look-alike" drugs); NBC White Paper: "Pleasure 
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Drugs, the limit Ainem an High" fwhich dealt with the range of drug problems); 
(ocuine; One Mans Ktvlui-tion" ami "Quincy: On Dying High" (which dealt with 
cocaine); the 'Epidemic: Why Your Kid is on Drugs" (which again covers a range of 
drugs and drug problems). These programs reach millions of viewers with informa- 
tion about the effects of drugs on health and well-Dei rig Despite more limited re- 
sources, NIDA continues to provide effective national leadership to public education 
efforts in the drug abuse field through these activities. 

All of our prevention efforts build on a growing body of scientific knowledge about 
the health risks associated with drug abuse. These findings are consistent with and, 
we believe, largely responsible for, the public's increased awareness that drugs are 
not the hurmieM or benign substances which many in our society once believed they 
were. In fact, public attitudes ubout drug abuse have so changed in the past few 
years that our citizens now increasingly favor more vigorous enforcement of our 
drug lavs 

Mr Chairman this concludes my formal statement, I would be pleased to answer 

any questions >du may have. 



Statkmknt by Daniki. L. Michklh, Director, Office of Compliance, Center for 
Dkuos and Biouxucs, Food and Drug Administration, Public Health Service, 
Department of Health and Human Services 

Mr Chairman: I am Daniel Michels, Director of the Office of Compliance, Center 
for Drugs and Biologies of the Food and Drug Amdinistration (FDA) . I am accompa- 
nied by Dr James Cooper, Assistant Director for Medical Affairs, National Institute 
on Drug Abuse <NIDA). As you know, the FDA and NIDA jointly regulate the nar- 
cotic treatment programs using methadone, and Dr. Cooper is here to answer any 
specific questions you might have relative to medical treatment issues. 
™;A" pp, *I ci£ ! te the °PP° rtunit y to appear before the Select Committee to discuss 
M)A s role in the regulation of the use of methadone in the treatment of persons 
addicted to narcotics. I would like to begin my testimony with a brief history of the 
involvement of the Department of Health and Human Services (HHS) and FDA in 



. In J«!A rf;? nKress « enacte< l the Comprehensive Drug Abuse Prevention and Control 
Act <( I)AP( Act I The Acts effect on FDA was twofold: (1) it authorized the then 
Department of Health, Education, and Welfare (HEW) to increase its efforts in the 
rehabilitation, prevention, and treatment of drug abuse; and (2) it required the Sec- 
retary of HEW to establish medical standards for the treatment of narcotic addicts. 
Subsequently, FDA approved methadone on the basis of well-controlled scientific in- 
vestigations as a safe and effective drufc for the treatment of narcotic addiction. 
(M)A had already approved methadone in 1947 for use as an analgesic.) As a result 
of this approval, FDA began to authorize the establishment of methadone treatment 
programs. In 1972 FDA published regulations that contained procedures for approv- 
al by FDA of treatment programs, mandated standards, and established procedures 
for revoking approval for failure to comply with those standards. 

In 1974, in response to the need for clearer Federal authority and control in the 
regulation of the treatment of narcotic addicts, Congress enacted the Narcotic 
Addict Treatment Act (NATA). FDA*3 primary authority to regulate methadone 
treatment programs arises under NATA. The Act provides HHS the authority to es- 
tablish standards for practitioners who use narcotic drugs for either mainter ance or 
detoxification treatment of persons dependent upon narcotic drugs. In enforcing the 
Act. FDA determines whether a particular applicant is qualified under the stand- 
ards called for in NATA to engage in maintenance or detoxification treatment FDA 
also determines whether the applicant complies with the standards we and NIDA 
have established by regulation regarding the operation of methadone treatment pro- 
grams. Furthermore, the review of initial applications is conducted by several States 
and by FDA concurrently. Thus, while FDA gives final approval for a narcotic treat- 
ment program, it is contingent upon prior State approval. The act requires that 
practitioners must not only complv with HHS requirements, but also must be regis- 
tered with the Attorney General through the Drug Enforcement Agency (DEA). 

Largely as a result of NATA and our desire to improve the operation of treatment 
programs. FDA and NIDA revised the methadone regulations in 1980. We designed 
the revisions to allow practitioners greater flexibility in using methadone to treat 
persons addicted to narcotics. We also revised the regulations in an effort to in- 
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crease the elfin tiveness of methadone treatment, reduce the likelihood of diversion 
by patients, and establish less confusing treatment standards. 

kda'b rolk 

PDA's basic role in the regulation of the treatment of addicts with methadone is 
to review and act upon applications f r new or relocated treatment programs. 
Before approving any program, FDA receives assurance from the program sponsor 
that the program complies with other Federal requirements, such as those adminis- 
tered by DEA and State authorities. To Date, FDA has approved approximately 600 
narcotic treatment programs in 41 States and 3 Territories. FDA has also approved 
200 hospital inpatient detoxification treatment programs. 

In an effort to ensure that narcHic treatment programs are properly adminis- 
tered, FDA also conducts onsite inspections of programs to ensure compliance with 
applicable statutory and regulatory reguirements. These inspections are routine and 
we inspect roughly one fourth of the total number of programs each year. For exam- 
ple, this year we plan to complete 130 on site inspections. We do not routinely in- 
spect hospitals that provide inpatient detoxification treatment. We will inspect 
these institutions, however, if we become aware of a problem or receive a specific 
complaint. 

Administrators of treatment programs are required to submit to FDA annual re- 
ports containing information on the amount of methadone used for treatment in a 
given year, the number of patients in treatment, the number of new patients enter- 
ing treatment, dosage levels for clients in maintenance treatment, and the number 
of patients who receive take-home medication. Much of this information FDA shares 
with DEA for that agency's use in establishing production quotas for methadone 
and <br assessing whether illicit diversion of methadone is taking place. FDA also 
reviews and thoroughly evaluates reports of adverse reactions arising in patients re- 
cieving methadone, alone or in combination with other substances. 

As I mentioned earlier, FDA, in cooperation with NIDA, monitors the narcotic 
treatment standards under which the methadone programs operate. On September 
13, I9K3, FDA and NIDA published a n' ,ice of intent and request for comments on 
whether changes in tne current standards are needed. Specifically, the agencies re- 
quested comments on whether the methadone regulations should be more flexible to 
accommodate changes in medical practice and whether the regulators should be re- 
vised to eliminate recordkeeping, reporting, and other requirements that, because of 
changes in the state-of-the-art treatment, may be unnecessary or overly burden- 
some. Our initial review of the comments that we have received on the notice of 
; ntent reveals a general satisfaction with the regulations and standards. 

To summarize, FDA's role involves the approval and clearance of specific metha- 
done clinics, the monitoring of those clinics to ensure that they comply with our 
regulations and standards, the collection and evaluation of annual reports, the mon- 
itoring and updating of applicable standards as n :essary, and the evaluation of ad- 
verse reaction date concerning the use of methadone. 

ALLEGATIONS 

In your letter of invitation, you ask that we discuss a number of charges which 
were made against the program last year in a series of articles in the Fort Lauder- 
dale News Sun-Sentinel alleging mismana^ment of the program and laxity of over- 
sight on the part of FDA. 

I wil now discuss the four most significant of these allegations in detail. I will, 
however, be glad to address any of the other charges or issues which were raised in 
the articles. 

First allegation: FDA has failed to collect, analyze and act on Drug Experience 
Reports for treatment programs using methadone. 

This contention is not true. We collect and analyze methadone drug experience 
reports prompty. Specialized medical officers review these reports to determine the 
extent and severity of any possible problem. For example, since the beginning of the 
methadone program, approximately 300 reports per year have been entered into our 
adverse reaction reporting system and have been reviewed and analyzed. Depending 
upon the seriousness of the reactions described in the repots, we conduct our own 
investigation and research into the likely causes of the observed adverse effects. Our 
investigation may. and on occasion has resulted in onsite followup and inspection. 
We have established regular procedures for conducting the investigation and for de- 
termining the magnitude of a suspected safety issue. 

Second allegation: Methadone is responsible for the deaths of thousands of people. 
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w,rts «!CT IV ''i m T" T'^ ,hta I l,l, ."«»ition. Although nuny adverse reaction re- 
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ed r Shi? t" a T ar !u " ,r ; ,m th L e r > k fa £ torH inherent in Population treat- 
ed rather than from the use of methadone. For example, many oFthe reports in- 
volve persons with significant mental illness that results in sLide hoSe. or 
other violent forms of death. Other reports describe exposure, resulting Tom inad- 
equate clothing or shelter, as the cause of death. In snort the causes of dea h in 
these reports vary and range Irom no causal association to methadone use to nur- 
poseful overdose In the latter instance, the reports describe methadone frequently 
as one ol several drug:, used in the overdose. Only rarely do we see reporte where 
Person m'Tn StmTnl. WlMonal or involve » the "-dental ingestion by a 

nJ!L\ r i " lle « ati ? n: A r eXam P |e of FUA 's lack of concern regarding the operation of 
methadone trea ment programs i 8 the Agency's reduction of its monitoring pro- 
grams for compliance with statutory and regulatory requirements 

We believe that this statement has no basis in fact. We inspect narcotic treatment 
ffETT regularly t0 compliance with applicable relator? ^uhSSnte 

Although the actual numbtj of onsite inspectionsTas decreased in recent yeaX"he 
level of regulatory oversight has not. As I mentioned earlier, we are planning to 
IZt^ 2! "V^ 10 " 9 th »« r '"^ition to FDA inspections and revtws "the? 
federal agencies, such as DEA, and the individual States renularlv monitor trent 
ment programs. For example. States in which large numbersT Km™" programs 
with T! r 8U Michi ,f an with 25 programs^California wit! I™ f^JS?3K 
with 1 1 programs, annually inspect each program within their jurisdiction These 

M!!hT 1 r„n,'„H , « nd „ U r iT™"? M[owup , i™^™* to correct deficiencies (8 in 
Mi. higan and !> in California, for example). DEA and the States keep us updated on 
any significant problems discovered in their investigations upaaiea on 

fourth allegation. PDA has relaxed its regulations concerning procedures and for 
approving and operating treatment programs. F Ior 

U>t me assure you that FDA has not relaxed its regulations As I stated earlier 
on September 1!>. MHO, the FDA and NIDA jointly pubnshedTn 'the >i3irij£S& 
PWa'T. Sm^TTta treatment stan-lards. which became effective November 18, 
ml!; »,i"l L. f . NATA> W ? re r ,Hed the 'eolations to make the clinical standards 
more applicable to a variety of program settings. We also revised some of the per- 
lormance standards to contain clearer, more specific requirements 
oubl.c ouu'ril^Th 1 !"!! 8 haVe ; in^eral, served the interests of patients and the 
vet h i'-| Tn j y . haV r " 0t ^ndered the provision of medical care for patients. 

.7 .i' Ve ht 'T^ t0 » afe B u »rd against illicit diversion of methadone. Although 
we nude ,|,e regulations more flexible, we also strengthened them in many aspects. 
IZ ^ !.?tn 1, i rt, « u ' at,on « now contain requirements for developing indivldual- 
m,2i a fm ?/ a ,j" r jessing patients' responsibility for handling take-home 
nil- „ nhvli i ^Vhneating specific requirements for the medical director and 
program physuians The current regulations, thus, strike a necessary balance be- 
L rH« IS mi ?l dlver . 8 " ,n an , d the benefits of enhancing a patent's progress to- 
Z^SKJiZ ,D,l,ta,,on and we believe that these revisions have resulted in increased 

Mr Chairman, this concludes my statement. Dr. Copper and I will be pleased to 
res|M»iin to any quest urns from you or the Committee. 

Statement ok Robert (i Nkwman, M I) . Ukneral Director, Beth Israel Medical 

( enter, New Yore City, NY 

It is an honor to appear before you today, and to testify on a topic of such extraor- 
dinary complexity and importance to our society. 

I am sure that no one on this Committee is so naive as to expect that I or others 
es hiving today will offer any easy solutions. Speaking for myself, even though my 
>%m. long-standing involvement in the struggle to coniain addiction has been in the 
[if at ment arena, I have to disclaim any pretense that I know how to "cure" addicts 

,™!l j 1" i T 1 . t(> "u hHVin, f a " ll ? e an8w ers, after fifteen years of wrestling with 
th« problem I at least have a clear view of the questions, and in my opinion none is 
as . ritual, or deserves higher priority, than this: how can we-leglslators. public of 
otfieuils. ntedinil professionals and the general community-ensure that treatment 
is available promptly to every addict who seeks it 

i J!! ,h ;' k r, ■ , ^ Uf,8, of ( ''»ngressman Rangel s staff. 1 will digress from this paramount 
issue only to comment briefly on the extensive series on methadone treatment 
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which appeared one ;vur ago in t» e Fort Lauderdale News/Sun-Sentinel. 1 I am 
tempted to address each item of misinformation, and to point out th fallacies of 
each of the many unwarranted conclusions which the articles contain. To do so, 
however, would take more time than this Committee would wish to devote, and far 
more time and attention that the articles deserve. Rather, I would refer you to a 
monograph which was published w thin the last six months by the National Insti- 
tute on Drug Abuse. 2 This monograph as the culmination of perhaps the most com- 
prehensive assessment of methadone treatment which has ever been carried out. Al- 
though it is a Government publication, it embodies the exhaustive deliberations of 
no less than 4U highly qualified professionals whose expertise in the field oi addic- 
tion in general, and methadone treatment in particular, is recognized international- 
ly. These participants included psychiatrists and psychologists, behayioristJ and sta- 
tistical, sociologists and social workers, obstetricians and pediatrician**, pharma- 
cologists and neuropharmacologists, chemists and toxicologists, and internists in a 
number of subspecialties. They have in their respective disciplines a wealth of ad- 
ministrative, clinical, educational and research experience which is probably unpar- 
alleled by any similar study group ever assembled. Members were drawn from Gov- 
ernment at the federal as well as local level, and from the ranks of hospital admin* 
istrators, program directors, clinicians, educators, and academic theoreticians. 

The major conclusions of those extraordianry collective effort include the follow- 
ing, and I quote verbatim: 

'There was unanimous agreement that the drug [methadone] is safe when used 
by physicians knowledgeable in the treatment of narcotic addiction. ... A review of 
the fire-clinical methadone studies suggests that there are no mstfor adverse conse- 
quences of prolonged use of this drug in humans, a finding consistent with clinical 
experience. * 

"The evidence presented regarding methadone maintenance indicates that while 
patients remain in treatment, their illicit opiate use and criminal behavior are sig- 
nificantly reduced. Most studies indicate that employment increases as well, albeit 
Ifss dramatically than the other indicators. Since there is considerable evidence 
that higher doses improve retention, especially early in treatment, and result in 
lower levels of illicit opiate and other drug use, the use of methadone itself was con- 
sidered to positively affect treatment outcome." 

"To argue that methadone maintenance is not at least as effective as other avail- 
able modalities for treating this population is to ignore the results of the best de- 
signed research studies and the consensus of a varied group of experts in the drug/ 
mental health field." 

"To summarize what is known about chronic effects and medical consequences of 
chronic use of methadone, . . . there are minimal side effects that are clinically de- 
tectable in patients during chronic methadone maintenance treatment. Toxicity re- 
lated to methadone during chronic treatment is extraordinarily rare." 

The conclusions were not reached hastily. They are supported by 750 pages of doc- 
umentation. Nor is this resounding endorsement of methadone in the treatment of 
narcotic addiction merely a reflection of the views of experts in the United States. 
This past December I was privileged to serve on a Task Force convened by the 
World Health Organization, and comprised of experts from a number of European 
and Asian countries, as well as from North America. Essentiallly the same conclu- 
sions were reached: methadone treatment is safe and effective, acceptable to a large 
proportion of the addict population, and can be made available readily and on a 
large scale 

There is one criticism in the voluminous attack published by the Florida newspa- 
per which deserves consideration because it does reflect a very real problem - 
indeed, the problem. The issue is the illicit market in methadone and the associated 
medical hazards which are attendant to the unsupervised, self-administration of this 
(and virtually any other) medication. Like all markets, licit as well as illicit, the sale 
and purchase of so-called "street methadone" is a function of two forces: supply and 
demand. Significantly, the common reference to illicit methadone trafficking is not 
"black market," a rubric which has been applied to items as disparate as cigarettes, 
penicillin and nylon stockings, but rather "diversion." This label very clearly re- 
flects the popular view— of elected officials, journalists, regulatory and enforcement 
agencies and the public at large— that in the case of methadone it is the supply 
which is the primary problem. Demand, on the other hand, and the reasons for that 
demand, are ignored totally. 



' June 19-25. HM 

3 DHHS Pub. No <ADM> H8-1281. 1»H3. 



9 

ERIC 



105 



102 



every city i.t uJ^ VT^tu™"* f ° r "^hadone on the street* of virtually 
vSS^ZSZSS^ * ♦ The cause ,8 absolutely clear: there simply is no 

h^iS?ut^S.m?ri rei L tm r t ava,laD,e for tens of thousands of heroin addicts 
♦Yn„ nf ^ country who desperately want and need it. This is not a condemna- 

lon of the medication. It is not a condemnation of the programs tLt dispensed nor 

? e „ B ^ nm T tal t agenc,es tnat m , onitor those Programs. And it is not a^ondemna- 
tion of the patients who are enrolled. Rather, it is evidence of our collective Si 
to provide a clinically effective alternative to the man, add cfc who want to Itoo 
t„T" U8 L bUt arC ? ,n,CB that they mu8t wait -"any weeks and even £52 

channHH^rd™^ 0 ™^" r^iT I^t"™^ they seek ft throKega 
cnanneiH To denounce an effective medication because the demand for it excels 

in s £.rr' y lif imp ' y J rtupid i U makes 88 much as suggesting that penMI 
hn should hf.ve been condemned 40 years ago when throughout the world Tblack 
market existed in this life-saving product, on a scale which makes even today's 
international narcotics trafficking pale in comparison. ^ ay 8 

is 8im a D^ H tKSl 0 i , ZmL™ 0Uld ^^ a ^ tter r rd ,r d0 1 nave for this Committee? It 
hut dpm«S tS * m * mber8 ' individually and collectively, should demand-not ask. 
but demand-that relevant governmental agencies at all levels develoo immediate 
plans to eliminate waiting Piste for methadone or any Xr adScS reTtmeJf 
and to make such treatment available upon reouest to everv Sp u 

eTrv o a h n v d si^ S he ' P **** Ca " P^^sS tEJifi be'tadeof 
HA a " d pr °^ ram d,rector in the addiction field, and of every hospital 
director, health commissioner and county medical society in the nation. Ifyou were 
r^m^r " nd " ubt ^ would receive in response many reSsons wh/Jrompt 

scru Ed one ^ ^one^m/ 8 ".."^ '^Tt The8e aUe K ed obstacIeslhSuld £ 
scrutinized one jy one. borne will be dismissed by you as mere rationalizations in. 
tended to justify maction. Others will be real. anVwillX,™ « £ addressed head 
on. In each and every case you must ask yourselves whether the alleged constraint 
.n.„ nnr Pnt t ' x P an8, : ,n 18 «« Hubstantive tnat it justifies turning away peod" whose 
only ontion is to continue shooting dope. Is the goal of treatment upon demand ^ 
tamable? Is it possible to make available a legal Alternative to the ne?t fixTf "heroin 
for each and every addict who needs it? And in making his judgment I do not re v 
on either intuition or blind faith. I have seen precisely this oRive met m two 
Fire f^n :°H n8 ~n n I di ^ tant ^Phically ano the other chronologicaHy 
F ret. I would cull the Committee's attention to Hong Kong, where I have served 

add ctiort *ZF? " 8 !i C °" S o U ,l tant t0 the Governmenton matted related ;o 
all addicts in ? the CnlTv Trf 19 -5 t0 pr0vide acce ? 8 to '"""ediate treatment to 
ffc-» I a "5 Co1 ,ny ; After considering various a lernatives. it was concluded 

Leet°ffisTlr d ZV itS T ' f t0 rapid eXp e n9i0n on a 8"ffic?en?iK 

HhlTLk "i* . A , nd L indeed j. the goal was met within approximately one year 

^tecervinfmXTnl^ a n n * twork of outpatient clinks. The nun^bTofta' 
vSrw tt hl t each day grew from less than 500 to over 8.000. For 
mT , ""i • t aw p £ bhc "e™™ announcements nightly on each of the 
33? oE TSF- Z C ^± n" Hon « Ko "8' advi8in * addicts that treatment is avail! 
ha! fneS thlt S ?♦£ ™ 8eq enCe r ° f th ' 8 massive e *Pansion of methadone treatment 
rZuS J i th r P en i Umg t five ye . ar8 the n Y mber of addicts sent tojail-for drug- 
r,I In T" 08 for oth r er . V** 8 of crimes-has fallen by an astounding 70%' And 
recently, when a successful law enforcement effort caused heroin prices to doubfe 
attendance at methadone clinics jumped (50% from one month to the nS ' 
Ihe other example is closer to home. In New York City in the earlv 1970's thppp 
™S y , a , ne l WOTk t °l ambula tory detoxification facili? *es pi ding sho" 
Sdone Ahl™S ,K eat T I i t iL nr0Ugn the U8e of dually diminishing doses of meth- 
S„w K there had been a concomitant expansion of long-term maintenance 
and drug-free programs, which had no difficulty attracting large numbers of add Kcts 

i t pLt t0X,r,tnt,0 , n C ii" C8 a ! 0I V e P° int *rved more than 22.000 ad^nSsions annual: 
LnTm H ,nH r A PlaCe< l ,, li 11 8UDWay C ?" an "o u ncing tha t treatment waTavaTble 
upon demand. As was to be experienced in Hong Kong a few years later access to a 
medically safe and effective alternative to herofn use in NewToVk City w^ « 
ated witn dramatic evidence of improvement in the overaH narcotic aKon Z ' 
drug-re ated hepatitis cases the addict population in prison crimes tyScaffy SS: 
ate.1 with , addicts, and overdose deaths all dropped precipitously iyp,ca,, y 888001 
nf VnnH Hi" y J»u \" rk City detoxification clinics have been closed due to lack 
tl vlSn5i.2 nd ii the lon 8. tprm treatment programs (methadone as well as drug/freVi 
are Mrtually all operating at capacity, so that treatment simply is not available. 
S e ?h2f p 8 „W rJf re £T t ^° ,nt Wa8 inducted with much fantere a few months 
I *>e absolute y no increase in enrollment because there were no pro- 
grams to accommodate additional patients. Accordingly, while the supply of nareot 
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ics may temporarily have been disrupted, and the prices increased, there is no bafcis 
for concluding that even a single addtct gave up the habit. 

I am not suggesting that methadone is a panacea, and I certainly do not advocate 
support of methadone treatment to the exclusion of other therapeutic approaches. 
The ptoblem is simply too complex and the addict population too heterogeneous to 
think that any one modality, by itself, will be sufficient (and I would emphasize that 
both in Hong Kong and in New York City a decade ago, other treatment approaches 
continued to play a very major role). But the reality is that without methadone, the 
goal of making treatment available promptly to every addict who wants it can never 
be met. 

The issues are not academic. Unlike Hong Kong or New York ten years ago, we 
can not put up posters or havo public service announcements on television to en- 
courage addicts to seek treatnrent. It would be tantamount to a store advertising 
stereos when all the stereos have been soid out and no new shipment is expected. 
Even Crazy Eddie is not that crazy. But far worse is the fact that addicts in most 
cities can not obtain treatment even when they come forward spontaneously, with- 
out any coaxing and without any legal pressure, in order to escape the enslavement 
of heroin dependency. Indeed, the only cities where there are no waiting lists for 
methadone treatment are those where such treatment has been outlawed altogether 
through legislative or regulatory fiat. This situation is unconscionable, and must be 
corrected. If humanitarianism does not motivate us, then pure self-interest should! 



Statement ok Mitchell S. Rosenthal, M.D., President, Phoenix House 

Foundation 

My name is Mitchell S. Rosenthal. I am a psychiatrist and the president of Phoe- 
nix House I am also chairman of the New York Regional Chapter of TCA— Thera- 
puetic Communities of America— which represents the mtyor drug-free residential 
treatment programs in New York State, and I am a director of the National Federa- 
tion of Parents for Drug-Free Youth. I have been involved in the treatment of drug 
abuse for more than 20 years now—as chief of a Navy treatment unit, as deputy 
commissioner of New York City's Addiction Services Agency, and as the founder of 
Phoenix House ... a drug-free treatment program which has grown over the years 
to include a variety of prevention and treatment services in both New York and 
California. We operate long-term residential programs and short-term outpatient 
programs. We work with adults, adolescents, and families. And we bring drug edu- 
cation courses into schools and drug information programs into communities. 

I am grateful for the opportunity to testify today. And I think it is important for 
this committee to recognize first that drug abuse is wry much a matter ot perspec- 
tive. How it looks depends upon where you stand. Ana the view you get ir. Washing- 
ton is a grim one. Here, you are at the receiving end of those statistics that docu- 
ment the seemingly inexorable grip of drugs upon our society. 

But there are places where the view is even more bleak. And they include many 
of our major cities. In New York alone, we have seen death by drug ovorsode rise by 
20 percent between 1981 and 1983 . . . and the number of babies oorn addicted in- 
crease as much . . . while the incidence of drug-connected hepatitip rose by more 
than r>0 percent. Drug-related crime has increased sharply, and nearly one-fourth of 
the homicides in the city are now drug-related. 

And drug abuse looks pretty hopeless in many of the nation's schools . . . where 
the presence or prevalence of drug abusers makes education increraingly difficult to 
accomplish. It looks no better in our prisons or in our menta< health facilities, 
where a growing number of patients are also drug abusers. 

Yet there is one place where drug abuse does not appear hopr.less. And that is in 
treatment programs— programs like Phoenix House— because v/e do not see people 
getting sick ... or staying sick ... or persisting in their sickness. What we see, 
every day, is people getting well. Not all of them and not all at once . . . but regu- 
larly, measurably, predictably. 

We daily disprove the myth of drugs' invincible hold. And see instead the invinci- 
ble spirit of former drug abusers who are breaking their drug habits . . . taking 
charge of their lives and returning to school, beginning careers, and starting fami- 
lies. 

Now, with all we hear and see and read about drug abuse, it sometimes seems 
that the best-kept secret in the nation is the simple fact that drug abuse is curable. 
Treatment works. And it is not only effective, it is cost-effective to boot. 

You will find, attached to my testimony, references tc studies that document the 
kind of effectiveness treatment programs can demonstrate . . . studies ponsored by 
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U „! Vt "w, ".V "" l>rUK . Ab r' ^largest of these has shown that pro- 
suZri "T* u' mHt ' drug- free residential programs where the goal is ab- 
vear;oTtre fl tmpJt Where ^. any A J2P ""[.befb.e Completing a full 18 months or two 

nnr nir a W » bt*" * U< SH w,th nearly half of all who enter. 

Our own studies at Phoenix House use a harsher standard to discover how manv 

druC r "^ nt8 n aCh,e Y e what * e ca » a "best 8U «*ss." And that means the^ "u* no 
drugs, engage in no crime, and remain in school or employed. 

r.ruT„ „ ft Un t tl \ at nine °H f of ten graduates achieve a best success during the 
five vS lIS CTV "I" mor li han three^uart^rs are still "best successes" 

Now, the studies we have done have focused on lona-term residential treatment 

e'a^ But " if the m0st effecti?e "3 STSS^SSSS^ 

treatment for those drug abusers who 're most costly ;o our society And let me 
point our to the committee that the* .e the drug a^uLrs mwtTkeiy to sodaMy 
disadvantaged most likely to engage in crime ... and least 1 ifcely to bSiefit 
from tradit-onal mental health treatment. Their drug dependency is less often the 
result of emotional conflict than social impotence. ^ 0,ten ine 

But these are not the only clienta drug-free programs can help. Ung-tenn resi- 
dential treatment is not the sole method we emphSy. Our programs are Kth K- 

wXTadut M PhZ 6 l n u al and ° Utpatient • ♦ and de8 « ned for adolScenla 
ufUk ^th adults. At Phoenix House, we even operate a special residential high school 
with the New York City Board of Education. It has a 140-acre rural campus, and it 
gives youngsters a Hecond chance to make careers and move on to collew 

.Jnt STv Zrv r 0Wr tHe that t , he key to 8U «**8ful intervention or treat- 

Tr^LX w u y of , 8erv,c o Programs and a careful assessment of client needs and 
strengths We have learned that we can help just about any drug abuser We can 
deal with all types and degrees of abuse and with all kinds oLlients as long as 
they are prepared to quit. And nobody can help those who are unprepared . who 
^J^^Li • n ° I"— 1 " 0 family d -ands, no fears of 

a^a we bave ,earned through treatment has made it possible for us to mount a 

hS YorkcTv lT*V hat " reaCh J ng m °E than "'^school cnildren in the 
SfilrnS * i ™ et ropolitan area each year We have started a similar program in 
n „ ^ tl ? ere . 18 a L Callforn 'a Parallel to our intervention program fofadoles- 

SOi "la^'Tw* t0 on^T a* ?L 0gram We have run New YoT for 
several years now ... one that demands therapeutic participation by the entire 

We have been encouraged, from the outset, to develop new approaches and to 

problem* fidKr k ^ ^ V an 0,d and SmS unsolvabS 

n L m ii nd A took Kreat courage on the part of public officials to turn to me and 

SUSSES: Sift fie,d t0 '°° k 10 when convention^ 

And we have been fortunate because New York City and New York State 
an"' fi n? [ amem \^ n because they invested in us and programs like ours 
svstem1h n t P i« „ U !^ d,ffere u nt f r.omou.s . and created a Srug abuse service 

system that is unparalleled anywhere in the country or in the world. 

InSlni » n 2l e 81B n of l" 6 Kreat ro,e that nas been P la ved by the National 
'"2 '! ,n ' ,ru f. Ab " sp Jt is their support and their research and their encourage- 
,™ n, ' ht iZ!S Um i tne dru P abuse field to develop in the ways that is has . 
hnv^rJ^ «T an » d atce f 'b[e that ^ hirh was once experimental and rare. They 
^SS^rtSm^ nontraditiona. approaches could rapidly prove their 

l*t me point out to the committee that N1DA has only been able to do this be- 
aux.- i has existed as an independent entity ... free to set its own priorities And 
it has been, in large measure, because of NIDA's support that so many inner<ity 
ne.ghl*,rhoods and so many of the nation's socially disadvantaged are now £r"ved b? 
programs based in their communities. y 

■■hl./r' tha . any u hreat u t0 N,DAs '"dependence is a threat to the kind of drug 
abuse services we have been creating these past 20 years-the kind that we have 

K^ Lrtf AnH rr' H ° not be,i . e u f thpt there is sufficient awareness of these 
mHhods and their effectiveness within the medical community today. Doctors 
simply do not know as much as they should about drugs. uo«ors 
And if you ai* seeking areas in which the federal government can display enlight- 
ened leadership then this is surely one. It is inconceivable tome., for example 
«,r« ..„J m «"v doctors qualifying today as prediatricians have no more than a cur- 
sory understanding of drug abuse which is the major health problem of the ado- 
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lescents they will be serving. The result is that these doctors will rarely look for 
drug abuse. No matter how often they see it, they fai! to find it— because they 
hardly ever consider drugs when formulating a diagnosis. They do not examine for 
it ... or test for it ... or look for indications in their patients' medical histories. 
And pediatricians are not alone. Other specialists are equally at fault. Internists 
and obstetricians, orthopedists and even psychiatrists often fail to spot the drug 
problems of their patients. 

And here is where the federal government can help ... by requiring more course 
work in drugs in our medical schools, by making this a condition of continued feder- 
al support for medical education. 

But, turning closer ' i home, let me urge the committee to recognize the pivotal 
role of drug abuse treatment ... to realize that there is no way we can confront 
drug abuse without adding to the heavy load already carried by treatment pro* 
grams. 

Certainly, greater efforts in prevention ave needed. But prevention will not wor* 
unless there is a road back for youngsters who now abuse drugs. It will not work in 
schools where a prevalence of drug abusers determines student values. And, indeed, 
the first demonstrable effect of a successful prevention program is the identification 
of candidates for treatment. 

Stricter law enforcement ... as we learned in New York during the recent police 
"sweeps" . . . produces more demand for treatment than it does felony convictions. 
And that is what it should do. But the result, in New York City, has been to pack 
our treatment programs and put twelve hundred drug abusers on waiting lists. 

The ultimate effectiveness of our efforts to confront drug abuse rests upon our 
capacity to treat and cure the individual drug abuser. Thus, our response to drugs 
can only be as strong as our treatment programs. And that is why I urge this com- 
mittee to give first consideration to strengthening these programs. 

In New York State, funds for treatment were reduced five years ago. Since then, 
government support has remained much the same. There has been no increase to 
cover costs that nave mounted year by year. There has been no way to raise capac- 
ity to meet a i wing demand ... no way to afford more than bare bones care. 

And yet, the Congress seems determined, in reauthorizing the ADMS Block 
Grants, to deny New York State addih: al drug abuse funds. Now, I realize that it 
is late in the game to talk about the reauthorization measures that are now in con- 
ference committee. Still, I believe that legislators concerned about drug abuse 
should recogrize that the inclusion of Bet-asides and the shift towards a funding for- 
mula based primarily on population pose serious threat* to existing treatment pro- 
grams r.nd are likely to draw drug abuse funds away from where they are most 
needed. 

I will not argue that the proposed set-aside to expand treatment services for 
women is a bad idea, although I believe women are well-served by existing sexually- 
integrated programs. But I car* see no benefit to a set-aside when additional funds 
are not guaranteed That would mean New York programs, already underfunded 
and unable to meet present demands, might well receive less federal support than 
they do now. 

The shift towards an ADMS funding formula based heavily upon population will 
pretty much ensure that no additional funds will come to many of the states where 
drug problems are most severe. Now, I do not know how alcohol and mental health 
problems are distributed, but I do know that drug abuse isn't evenly spread across 
the country. Drug abuse is contagious. It tends to cluster. Much of it clusters in 
California and Illinois and in New York. Indeed, state officials estimate that, if 
present trends continue, we will have more than 200 thousand heroin addicts in 
New York City alone by 1988 and half-a-million users of cocaine and other equally 
potent drugs. 

In light of that, I do not see the logic of limiting funds for New York and other 
heavily hit states to increase the allocations for states which do not act the same 
size problem and which have done nowhere near as much to help themselves. 

What I ask the committee to bear in mind is that: treatment is the basis of an ' 
effective response to drug abuse; resources must be made available to strengthen 
treatment programs; additional resources cannot be denied to areas where drug 
problems are profound and supplied to areas where the need is less; a strong and 
independent NIDA remains essential to sustaining effective treatment capacity for 
the nation; greater understanding of drug abuse and drug treatment is needed by 
the medical profession, and the federal government should do all it can to encour- 
age this. 

Finally, let me warn the committee that we are well past the time when half- 
measures will suffice. The youngsters v/!io began using drugs in high school have 
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grown up. Thry art* purrntx They ar<v in the work place. They constitute, each year, 
a growing proportion of our population. So, each year now, the percentage of the 
nation at rmk of drug abuse increases. 

And each year the cocte of drug abuse rise— the cost in crime and in social 
services . the coats to our education systems, our criminal justice systems, and 
our health care and mental health systems. Each year drugs cost our cities 
more . . . in declining public facilities ... in "qualities of life" ... in safety and 
security . . . jobs, taxes, and trade. And drugs are costing our industries too ... in 
accidents and absenteeism, in morale and work quality. 

Drug abuse becomes more costly each day And the pity is that it is a problem we 
can beat. We know how to do it. We know now to cure it. 
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Statement or Karst J. Bestkman, Executive Director, Alcohol and Drug 
Problems Association of North America 

Mr. Chairman and Members of the Committee: I appreciate this opportunity to 
testify before the Select Committee regarding the strength and capacity of the drug 
abuse service system. As Executive Director of the Alcohol and Drug Problems Asso- 
ciation of North America, I have access to our state authorities council, which rep- 
resents the fifty states, an agency council made up of private non-profit, for profit, 
and public agencies and a council of individuals, which represents practitioners and 
professionals concerned with prevention, training and treatment in the alcohol and 
drug abuse field. 

My own professional career has given me an opportunity to participate as a re- 
sponsible federal manager and a close observer of federal, state and local programs. 
Today I would like to share with the Committee a deep concern I have that the 
treatment and prevention activities, built with such great effort during the 1970's, 
arein danger of being overwhelmed and are stressed beyond capacity. 

The Select Committee has in prior studies documented the inadequacy of the 
fiscal support supplied through the block grant. The reduction of funding built into 
the consolidation of Alcohol, Drug Abuse and Mental Health block grant coupled 
with moderate inflation has taken a severe toll. A survey of members done by the 
National Association of State Drug and Alcohol Directors showed many states 
making the difficult decision to close treatment facilities due to lack of money. Pa- 
tient demand for treatment was present. Community interest in having the treat- 
ment resources was present, but the erosion of funds was overriding these consider- 
ations. In that same survey each state was asked to look at what would be the use 
of a modest 10% increase. Many states referred to the restoration of diminished 
services and several spoke of treatment or prevention priorities especially with seg- 
ment of the population such as women or adolescents. 

In talking with independent or private program operators a similar theme 
emerges. Treatment demand is up. Drugs are more available. The purity is high and 
in some situations the price appears down. Add to this dismal picture the reports 
from the American Medical Association concerning the lethal abuse of prescription 
drugs and the scene becomes more ominous. 

Finally as stressed and over comn »d as the drug service network is, it is not 
feeling the full impact of the demano tor services. Many private alcohol treatment 
centers are treating people with substantial cocaine abuse problems. Additionally, 
members of Alcoholics Anonymous share freely with me that many of their newer 
members actually suffer from multiple abuses of drugs. Ten years ago in testimony 
before the Subcommittee of the Committee on Government Operations, I indicated 
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that "In thi> hint wvural years there in no exclusive use of drugs: there is a mixture, 
we call it poly drug abuw; the mixing of heroin, alcohol, barbiturates, et cetera. In 
blunt language, the consumer has become a garbage can of drugs rather than a con- 
noisseur. The last decade has virtually institutionalized the behavior to the point 
of a popular weekly news magazine doing a cover spread on poly-drug abuse. 

There is within this grim review some good news. With the passage of the block 
grant, state plans and the continued establishment of a single state authority in 
drug abuse as required by the old Section 409 and formula grant were repealed, 
however, the states have continued to support and maintain their drug authorities. 
That state infra-structure is intact and ready to respond should the federal govern- 
ment renew its commitment to sustaining an adequate treatment network. Also 
with the mandated priorities as found in the H.R. 5603 the reauthorization of 
NIAAA, NIDA and the ADM Block Grant, the state agency will respond to newly 
imposed priorities. 

The most damaging feature of the past block grant period has been the withdraw- 
al of the federal government from policy and a leadership role. There were many 
and legitimate complaints as the service system was constructed with much federal 
direction. The transition from individual project grants via state-wide services con- 
tract* to state-wide services grants had addressed most problems. With the passage 
of the block grant ADAMHA withdrew from the consideration of service and pre- 
vent on issues. By redefining its mission as narrowly research, it has removed itself 
from legitimate and needed federal functions. Specifically, it has abandoned its 
major informational and data gathering tasks by which congress and the executive 
branch could monitor trends in patient drug consumption and demographics and 
upon which strategic response actions were based. In the enforcement community 
such information would be called "intelligence." Today with our almost totally suc- 
cessful eradication of measlea the Centers for Disease Control will report an "out- 
break" of IK cases in a high school or junior high. Today in a mqjor city in this 
country a hundred or more drug abusers can present themselves for treatment with 
new combinations of drugs of choice and no one except the intake office at the local 
treatment center is the wiser. ADAMHA/NIDA used to regularly offer technical as- 
sistance or bring experts together to discuss troublesome or new problems being ex- 
perienced throughout the country. Today, if the problem is unique to the service 
network it is dismissed as a state problem. 

Historically, the federal government funded short term experiments which if suc- 
cessful were reported to the field and often recommended implementation by the 
project officers who communicated regularly with the state officials. Today such reg- 
ular communication consists of written bulletins and an annual meeting. The shar- 
ing, mutual problem definition and solving has disappeared. 

There are actions NIDA and the PHS can take to restore a measure of leadership. 
There needs to be a thoughtfully designed national priority agenda. This agenda 
should be based on goals mutually defined and accepted. The present system of fed- 
eral goal setting does not incorporate sufficient, if any, consultation with non-feder- 
al persons to equitably represent the national concensus of the field. 

A leadership role is available and needed in addressing new and experimental 
treatment techniques. Today we have an epidemic of cocaine abuse with patients 
entering drug abuse and alcohol abuse treatment programs across the country. 
When the country was faced with the opening influx of heroin addicts several pubfi- 
cntiot h by NIMH/ NIDA detailed useful treatment techniques, therapuetic problems 
and guve sources of information. There is no comparable activity today. The private 
sector does provide training opportunities which are somewhat limited. Many pri- 
vate and public agencies do not have the money to send personnel for training due 
to travel and tutition costs. The need to have these skills increases as time goes by. 

Leadership is to a great degree the ability to bring agreement on what course to 
set to meet the neds of the situation. It does not require direct management control. 
It does not require huge staffs. It does require accessibility and a willingness to 
engage the issues. It requires the courage to discuss strategy alternatives which are 
not immediately acceptable and the confidence to evaluate the pros and cons objec- 
tively. This is presently not happening. 

There are also leadership opportunities in the prevention area as well. The Insti- 
tute (NIDA) has rightly expanded its research into prevention programs during the 
last few years. With the block grant mandating a twenty percent expenditure for 
prevention, the research level at NIDA does not support the public policy decision of 
the congress and the administration. In testimony before both the House and Senate 
authorizing committees we have asked for language to encourage and insure greater 
efforts in this area. 
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Illicit drugs iiif tin u ( onttnuuiii of substances people abuHe. Evidence accumulateH 
slowly as to tin* specific benefit of an explicitly targeted program. In spite of this 
hanctu ip i we know the precocious use ol a tobacco and alcohol statistically represents 
a mucn higher risk for later illicit drug use and abuse. The emphasis on healthy, 
life entrancing information and decisions clearly must start by the family before 
formal schooling and be re-inforced by the elementary school. Decisions regarding 
tobacco do occur in the fourth, fifth and sixth grade. We know all .00 often so do 
decisions on alcohol and marijuana. 

Then* are attitudinal changes occuring in the age group* of greatest risk. The 
idea that some drugs are harmless and do not pose a hazard to health is passing. 
Youth and parents are recognizing that there is an element of danger in "casual" or 
experimental use and that the dange: is much greater than perceived ten years ago. 
The concept of abstinance from drugs and alcohol are both enjoying a retrrn to re- 
spectability. The attUudinal changes reported by Dr. Lloyd Johnston on the high 
school senior population are important trend indicators. Regretably, the young 
lieeple most at risk to succumb to drug abuse and addiction fail to reach their senior 
year in high school and are not part of the survey. 

The needs of the field can be summarized rathe* briefly. Meeting these needs is 
much more complex and time consuming. First, the demand for treatment, training 
and prevention services exceed the combined state and federat resources presently 
allocated. Therefore, the capacity of the treatment system ha^ reduced. The clear 
pohcy question asks "Are drug treatment services a justifiable priority and an effec- 
tive expenditure in a time of budget restraints?" Treatment outcome studies of the 
last derade demonstrate the answer should be yes. In our opinion ther* should be a 
Kel of service, similar to the number of treatment slots, to which the federal gov- 
ernment is firmly committed. 

Second, the federal government must give support and leadership in defining ade- 
quate treat men' services and evaluating new treatment techniques. This informa- 
tion must then br quickly disseminated to the field with supporting technical assist- 
ance. 

Third, the federal government must restore its information systems to give sub- 
stance to policy decisions and to guide strategic planning. For example, if there is a 
sudden decrease in patients presenting themselves for admission with heroin addic- 
tion, decisions on investments in therapuetic drugs being developed for heroin addic- 
tion would need review. The role of methadone might be changed. We know there 
are narcotic-antagoinists. Should NIDA be looking more aggressively for a cocaine 
antagonist? The data to guide these answers is now anecdotal. 

Fourth, the federal government must increase its services lesearch activities. 
There are emerging and well defined patient sub-groupings: women, adolescents, 
ethnic and racial minorities. Much of our treatment lacks specific response to these 
sub-groupings' unique neecU Differential diagnosis and assignment to uniquely 
structured treatment modalities is still an imprecise art. NIDA has made an at- 
tempt to rlarify the issues in an earlier study. Efforts in this area must be contin- 
ued. 

Fifth, policy development and issue clarification must be opened to greater par- 
ticipation by pel sons facing the day to day problems. The field now enjoys the 
strength of having experienced state and local experts capable and willing to test 
the usefulness of developing policy early in discussion. This resource should not be 
ignored The hist fully consultative attempt at policy development and discussion 
was the while pn|>er of li>7f> produced under the Domestic Council. Subsequently, 
each formal statement of federal policy has had less testing of concepts by people 
directly responsible for the implementation. 

^ Finally, we are in an era of Prevention. It is a stated priority in the Public Health 
Service. The Office of Drug Abuse Policy in the White House supports the concept 
of Prevention. The block grant mandates activity and expenditures in prevention. 
There is no priority in information, materials, technical assistance and research 
which lefleets the rhetoric Expenditures have remained constant or reduced in all 
categories except research and it has not managed any significant real growth. 

In closing, I want to share a serious concern I have. At great expense, expendi- 
tures of human energy, and with much difficulty this country put together a public 
and private program response to a seriom national problem; drug abuse. It took 
almost ei^hf years to mold and build We ■«•■■ in danger of permitting this useful 
and effective effort to be eroded into disarra> bv neglect and non-support. The dmg 
abuse problem has not gone away People ma» 1 'w» tired of it but it is still a reality 
of every major city and many smaller communities. The inattention, possible ne- 
glect, which the federal government has displayed must be reversed. Failure to do 
so will result in the need to expend much greater sums in a few years as the prob- 
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letm hwoitti* worse It can then again qualify for the label of the "No 1 domestic 
priority " I urge thin Committee to educate their colleagues regarding this danger. 

Thunk you tor the opportunity to share some thoughts about the state of the field. 
I would be pleased to answer any questions you might have. 



These responses were provided to NASADAD which requested imformation on the 
level of demand for prevention and treatment services, the reasons for any increr * 
or decreuse in service demand and a description of how the State has absorbed tue 
F'xleral reduction in funds which accompanied the arrival of the ADMS Block 
Grant. 



Pressures for increased programming in methadone treatment clinics and residen- 
tial treatment facilities hive led to waiting lists. In particular, demand for metha- 
done related treatment has created a waiting list condition at most facilities in 
Phoeniz. Two state supported facilities in Phoenix have a waiting list, as of this 
writing, of 115 clients. No additional resources have been acquired this year either 
from the federal or state governments to augment programming. Programs in 
Tucson are experiencing similar demands for residential and methadone treatment 
capacity. 

Arizona is one of the most rapidly growing states in the nation and part of the 
rise in demand is associated with this rapid growth. In addition, many airive in Ari- 
zona with no support and only a speculative chance at a job. These people and the 
families that are dependent on them will likely experience economic and social pres- 
sures and may turn to drugs. Therefore, the increased migration pliu the unstable 
conditions they move into heightens the chance of drug abuse. Treatment statistics 
for the first half of FY 84 as compared to FY 83 suggest a 2 percent rise in opiate 
related registrations and a 4 perc< nt rise in cocaine registrations. Enrollments for 
marijuana usage is up somewhat— ti,410 people will be treated by years end. 

The number of registered client i served from FY 80-FY 83 had grown as follows: 
FY 8t) <r>,37H>; FY 81 (5,430); FY (5,574); FY 83 (6,193); FY 84 (projected at 6,410). 
Successful management of the categorical grants and overlapping block funds plus 
economizing through various efficiency strategies on the part of contracts has lead 
to expansion without increased financial support. However, in FY 84 the Depart- 
ment of Health Set vices decided to spend all of the expected FY 84 block in one 
state fiscal year. That means next year less funds will be available than needed to 
simply maintain programs at state FY 84 funding levels. It is not likely we will 
achieve maintenance budgeting even using state FY 83 funding levels. It is not 
likely we will achieve maintenance budgeting even using state FY 83 as the base 
year. State appropriation discussions currently suggest no chance for any increases 
in state appropriations to offset the lack of sufficient block funds in FY 85. 

What is needed is significant increases in FY 85 block appropriations and no 
change in funding formula. Arizona state appropriations have always formed at 
least half of all funds contracted for drug treatment an prevention. Categorical 
grants were sizable particularly because legislative interest and funding for dm** 
abuse. Any formula other than the current one penalizes Arizona for many years of 
serious participation in treatment delivery by raising meaningful sums of local dol- 
lars 



Demand for treatment and prevention services has increased due to: 
Expanded contact with a wided variety of individuals, organizations and groups 
by the agency; 
Recently enacted stifler DWI penalties; and 

Inerei wd efforts in the area of expanded viability by the OADAP regarding in- 
creased public awareness activities and great expansion in the use of volunteers. 
Also many Chemicpl People groups remain functional. 

To date, treatmr nt needs are tain* met. The majority of all funded programs are 
operating at or beyond funded levels of service. Reouests for non-treatment funds 
and services have increased the trost dramatically. The increase has not subsided 
and shows no signs of doing this, 'iarly intervention, primary prevention, and edu- 
cation levels of service ha< e ircreased over the year. Requests for information and 
funds for Channel One types of programs are almost exceeding available resources. 
To date, demand is being met in these areas. Another consideration is the recently 
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developed education standards package and the forming of a Governor's Task Force 
on Alcohol and Drug Kducation. Any sort of report from this group will place addi- 
tional demands on limited resources. 

Reductions in funding accompanying the ADMS Block Grant resulted in a $1.3 
million or 37 percent reduction in alcohol treatment funds and a $170,000 or 19 per- 
cent reduction in drug treatment funds. Remaining funds weie allocated on a per 
capita basis and stringent administrative and service reimbursement levels were 
set. 

CALIFORNIA 

The State agency has assessed that there is an unmet need in the area of preven- 
tion and is working towards meeting that need by placing further emphasis on pre- 
vention (the State lias contracted with a California parents group to attempt to ad- 
dress the unmet need). In terms of treatment, there is also an awareness in the 
State of *n increased need for treatment services. The Governor has proposed an 
additions! $f> million to the counties to spend as each individual county feels it is 
most needed. 

State savings from a variety of sources (e.g., contract Bavings) were used to cover 
Federal reductions on the drug side; the alcohol side is not experiencing any prob- 
lems. 

CONNECTICUT 

Demand for treatment and prevention services has increased due to: 

The Governor's Task Force on DWI; a new law supporting further referrals to 
treatment after completing DWI courses; intensified enforcement of DWI legislation; 
increased public awareness of DWI issuej; publicity and CADAC effort associated 
with Chemical People; Governor's Task Force on the Homeless; national and state- 
wide publicity on the homeless alcoholic; expanded use of cocaine; and increased 
services for the elderly (HFCA demonstration project). 

In the current fiscal year there has not been an increase in resources that 
matches the increased demand for services. The major effort has been to maintain 
the present funding levels which have been harmed by the decrease in federal 
funds. The consequences are: a continual waiting list for methadone maintenance; 
homeless alcoholics are daily turned away from shelters; funds to support communi- 
ty based alcohol/drug task forces is not available; peer counseling programs for 
youth are not funded. 

Reductions in funding accompanying ADMS Block Grant had the following 
impact: 

The Connecticut Alcohol and Drug Abuse Commission (CADAC) lost 24 percent of 
its funded positions. 

A Long Term Care Facility for the chronic alcoholic with an anticipated 600 
yearly admissions was not developed. 

Methadone Maintenance Programs continued to have a waiting list of 190 individ- 
uals. 

Shelters for the homeless alcoholic with a current 37,000 client servod are unable 
to meet demands for more services. 

Prevention: lack of funding made it impossible to develop a Peer Educator /Coun- 
selor Program that would impact 30 schools, 60 adult adtisors, 480-600 students 
trained and 36,000-48,000 students reached through trained peer counselors. 

Approximately 45 community drug and alcohol task forces did not receive funds 
for such projects as awareness fairs, established hotlines, sponsorship of saferides, 
effective-parenting courses, etc. 

CADAC could not allocate new monies to high priority target group projects/pro- 
grtims for women, and youth and minorities. 

DELAWARE 

Service demand has risen because of: 

Increased utilization of Methadone Maintenance programs apparently due to fluc- 
tuation in heroin supplies. Overwhelming increase in intoxicated driver program 
due to intensified enforcement of DUI laws. Increased utilization of alcohol residen- 
tial programs due to increased public awareness/confidence in program. Prevention 
funding freeze instituted in FY 1984. 

There are currently extensive waiting lists in DUI programs. A waiting period for 
residential programs. No increase in state funds has offset federal reductions. 
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Delaware has 4«tt«»fiipt^cl to increase the productivity of services providers by com- 

Kletely revising its service delivery and funding mechanisms. While these revisions 
ave resulted in consolidation of services, they were accomplished at the expense of 
a number of local programs previously funded. Two programs no longer receive our 
support. A freeze on prevention funds was instituted in FY 1984. While some of the 
change made have been positive ones we have been unable to expand services to 
meet the increased demands referred to above. 

FLORIDA (ALCOHOL ONLY » 

There has been an increase in the demand for alcohol treatment and prevention 
services due to the following: increased public awareness, a tremendous population 
growth, increased sanction of DWI offenders (the arrest rate increased by 85 percent 
in a one year period). There is now a bill pending in the State House of Representa- 
tives which would reduce the BAC from .1 to .05. 

The State agency is hurting for resources. The reduction of Federal support for 
dlcohol and drug services has h&d a devastating impact particularly at the commu- 
nity level. The State has attempted to soften the impact of the Federal reductions 
through the provision of an increase in State funds. 

FLORIDA (DRUG ONLY) 

There has been an increase in the demand for serviced because of increased public 
awareness, a doner relationship between the criminal justice anJ treatment sys- 
tems, and an increase in Statewide TASC /eferrals (about 70 percent). Also, al- 
though in Florida there has been more emphasis on the supply side issue, the avail- 
ability of illegal drugs still remains high. 

There has been an increase in resources through State funded programming, how- 
ever it has not met the full need of the demand for more services. Currently pro- 
grams in Florida ere operating at 1 10 percent capacity. 

The impact of the 42 percent reduction in Federal funds could have been devastat- 
ing in Florida, however, the State legislature has picked up the difference, and so 
there was no loss of programming. The State has been fortunate in the fact that the 
Governor and the legislature are very sympathetic to the drug problem in Florida. 
Without their support the reduction could have meant catastrophe for Florida. 

GEORGIA 

Service demand has risen because of DWI enforcement, increased evaluation and 
mandated treatment. Also, the increase is related to an increased availability and 
abuse of cocaine. 

Because of a lack of resources, courts have had to omit evaluation and treatment. 
There in a greater emphasis on information and referral services, self-help groups 
and on serving the most disabled, whether or not appropriate. 

Federal funding cuts have resulted in: 

Sharp reduction in prevention and training activities; 

Much more emphasis on serving the more disabled, less amenable to treatment 
client; 

Restricted outreach and early identification/intervention activities; and 
Limited availability to evaluate and provide services to criminal justice system cli- 
ents. 

Also, while no "programs" have closed, services have become less available and 
accessible by centralization of services in major population areas, closing or sharp 
curtailment of satellite centers. The number of clients served has remained con- 
stant, however, the number and intensity of services provided have decreased. The 
number of recidivists has increased, and services like family treatment and educa- 
tion have decreased (despite the 20 percent requirement). The number of direct serv- 
ice staff has decreased and some counselors have caseloads that have increased to 
over 100 at a time. 

ILLINOIS (DRUG ONLY) 

Then* has been an increase in demand for treatment services for two significant 

reasons: 

There has been a substantial increase in clients seeking treatment for cocaine 
abuse. Particularly in Chicago there is an enormous availability of the drug. 

The number of clients seeking treatment for heroin has increased tremendously. 
This has occurred because the street quality and purity of the drug increased about 



O i 1 0 

ERLC 



112 

two years ago in FY 1!)H4 there were more admissions for heroin abuse in Illinois 
than there had been since IWS. 

Since sufficient resources are not available to appropriately handle the increase 
in demand for service, clients have been placed on waiting lists A large number of 
these* people are clients in jail waiting for treatment. In many respects placing 
someone on a waiting list has the same effect as turning them away. 

Ah a result of the 42 percent Federal reduction both the drug and alcohol agencies 
in Illinois have suffered substantial staffing cuts ar.d had to eliminate the provision 
of some Held services (e.g., program monitoring). This was done in order to avoid 
substantial cuts in community programming. Although there have not been any 
substantial cuts in community programming the State agency has been unable to 
grant increases to programs in several years. 

IOWA 

There has been an increase in the demand for treatment services because of in- 
creased public awareness and intensified enforcement of intoxicated driver laws. 
Also, the courts are sending DWI offenders to programs for assessment more often 
now as opposed to placing them in jail. 

Sufficient resources are unavailable to meet this increased demand as evidenced 
in the fact that all urban centers have waiting lists of at least three weeks (even 
urban centers with a population of 30,000). 

The impact of the 42 percent Federal reduction has resulted in increased client 
loads und a high rate of counselor burn-out (the salary of counselors in some pL:es 
is only $12,500). 

KENTUCKY 

The increase in demand for services in Kentucky is due to several reasons. Among 
them are: more adolescents are seeking outpatients services due to changes in 
school policies; more adults are being screened turough court programs and referred 
to treatment; more families are seeking outpatient services to deal with co-alcoholic 
issues; and more programs are being established in hospitals and private practice 
(these programs often generate referrals to public programs). 

At the present time, urban outpatient and residential programs are at capacity 
and have waiting lists in place. The 11 rural residential programs report an average 
72% utilization with 44 persons on waiting lists. Transportation in the rural areas 
seems to be a major problem. 

Since the cuts in federal funds, the following programs have closed: 

• r > Rural prevention projects focused oa youth. (Murray, Owensboro, More.iead, 
Georgetown, and Frankfort) 

1 Urban prevention projects focused on other special populations. (Alcohol Com- 
munity of Louisville, Alternatives for Women-Louisville, Lexington Black, and Lex- 
ington Elderly) 

12 Halfway house (4 urban, 8 rural). (Hopkinsville, Owensboro, Henderson, Louis- 
ville, Morehead, Hazard, Lexington (3), Richmond, Winchester, and Danville) 

1 Residential treatment program (rural). (Limestone Recovery, Maysville) 

<i Detoxification units: (Dayton, Middlesboro, Corbin, Columbia, Lancaster, and 
Frankfort ) 

t Rural occupational early intervention programs. (Campton, Corbin, Elizabeth- 
town, and Maysville) 

2 Outpatient projects (1 urban, 1 Rural). (Louisville Metro and Owensboro After- 
care) 

1 Adolescent Residential Treatment Program. (Adena, Lexington) 

Single State Authority Central Office personnel has been cut half (from 28 to 14). 

LOUISIANA 

Increased demand for services are due to: 

Passage of new <md tougher DWI legislation coupled with intensified enforcement 
of the DWI laws: 

New private providers are continuing to open and operate treatment programs for 
both inpatient and outpatient; 

Increased education and prevention activities have materially increased the 
demand for services particularly in educational environs; and 

Public awareness of the problems associated with alcoholism and drug abuse has 
also escalated the demand for services. 
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The demands for service outstrip the state's abiaty to provide tht necessary serv- 
ices Clients are placed on waiting lists awaiting placement in appropriate treat- 
ment programs. There are insufficient resources to meet the needs for service. Re- 
sources refer to dollar, physical facilities and treatment personnel. 

Since Louisiana started receiving ADAMHA block grant funding three drug treat- 
ment and one alcoholism treatment programs have closed. Due to declining reve- 
nues in terms of real dollars on both the state and federal level the treatment facili- 
ties remaining are overtaxed and have reached a saturation point. The drug pro- 
grams which were closed had a total caseload of 451 clients ana the alcoholism pro- 
gram had a caseload of 204 clients. The closure of these programs has caused the 
transfer of clients into other programs which are already operating at peak capac- 
ity. Programs are saturated and operating with a patient to counselor ratio which 
almost precludes success in treatment. Group therapy is becoming a necessity as in- 
dividual counseling sessions are a luxury which can not be scheduled. Therapist 
burnout and employee turnover are increasing at an alarming rate. 



Maryland is still under the influence of an over-abundance of heroin and an ever- 
increasing supply of cocaine. Also evident within the last years in Maryland is a 
maior increase among young people of the ubc of PCP. 

We have not been able to obtain sufficient resources to keep up with the demand. 
We have officially created 360 new treatment slots by increasing the client/counsel- 
or ratio from 25:1 to 30:1 but we presently have a waiting list which approximates 
l;i percent of our people in treatment, and the present time between application and 
admission to treatment is 47.2 days. 

In Maryland, we have been fortunate in the State Government replacing the ma- 
jority of lost funds but this merely means we are operating practically at the same 
level of 1UK0-H1. The money which has been used to replace federal dollars would 
have been added to our budget anyway so that had the federal funds remained 
level, the State would t we made up inflationary costs and program improvement. 



There is significant increased demand for youth residential treatment programs, 
need for Hispanic bilingual bicultural half-way houses; increased programs of Fetal 
Alcohol Syndrome; ana stronger drunk driving laws coupled with provisions for 
more intensive treatment of offenders as conditions of probation. The Tatter has sig- 
nificantly increased demand for outpatient programs and confined inpatient treat- 
ment. 

We have only one youth residential program for 16 beds. We get 40 calls a week 
and could create a 2 year waiting list. The state is level funding us in FY 84 and FY 
Hf> and we are unable to develop new initiatives. 

Even though federal funding decreased, we did not have to decrease services be- 
cause we had federal carryover funds from the formula grant and some state fund 
increases. However, this is coming to an end after 3 years. Level funding from the 
Feds and the State will result in no new initiatives to meet increased demand and a 
gradual reduction of service unit. 



Increased public awareness of substance abuse problems has resulted in an in- 
creasing demand for services. Extensive media coverage of drunk driving problems 
(particularly ir. reference to the changes in Michigan's statute which took effect 
April 1, 19HH) has continued with current focus on whether "check lanes" might be 
implemented. Overall, drunk driving arrests are increasing. 

The national "Chemical People" campaign also stimulated a great deal of local 
interest; many concerned citizens groups are continuing with this effort. 

The ongoing economic difficulties in Michigan continue to bring people into serv- 
ices: it is fully expected that substance abuse problems caused or exacerbated by the 
economic situation will continue to surface over the next several years. 

Interest in treatment of adolescents has recently resulted in introduction of legis- 
lation which would encourage mandatory inpatient or residential treatment which 
could include "protective custody" for 72 hours or longer. 

Generally, widespread availability of a variety of prescription drugs (especially 
certain Schedule 2 drugs) as well as an apparent increase in supply and purity of 
heroin and cocaine will most likely result in maintaining or expanding service 
"demand." 
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At the time that budget reductions began to be necessary (FY 1979/80- the sub- 
Ki"* n f was serving about Hli.OOO admissions on an annual basis Since 
mat time the level of admissions have remained about 10.000 fewer in each of the 
ast three fiscal yers. Although some adjustments in fund ng sources have allowed 
he network to remain essentially intact, it is clear that the network ^as bSi inSe 
^return to capacity such that prior service demand levels (eg* lEoOOplS can be 

»KS e . ft 5 er r' b '°^. k ??" ant reductions have been somewhat offset by increases in 
SnvJt rty f* A c f^ Uona - " ow ?. ver ' the proportion of admissions that are ^em- 
Ployed has steadily increased to «0 percent of all admissions. Third-party insurance 
coverage is not potential payment resource for many admissions. * ,n8Urance 

utilization rate of all service categories increased in FY 1982/83 over the Drior 
year m efforts to meet client needs and services demand. P 

waiting lists have been necessary in some treatment programs. Even with the es- 

r£nt S5f Aff t g P li8t8 ' there are indications that treatmer"dmSionsTn 
> u- s VL te are """easing over the same period of last fiscal year; in 
southeast Michigan there is an 8 percent increase in treatment admissions for th* 
first four months of the FY 1983/84 period over the same peTfod inFY?982/83 The 
dTing r al™'ts KB ,lB ° d ° Ub1 ^ ° Ver ,Bflt yeBr: mS 'y this^due to d'rS 

MINNESOTA 

Lack of treatment resources has primarily affected non-insured and Diihlir g «i.i 
nr.ce Cents. Services for these clients have Unaffected "b the ^eductfon of ADMS 
Block Grant funds, changes in federal and state entitlement prog^am^ such a?S«l- 
wil A " 8 ' 9tanCR) - cut-bacE or hold-the-line budgets for Title^anc I iSrids to 
local government*, decreased local tax revenues due to poor econom£ condemns 

mS^^»l State H 7 p,ta \u D treatment programs now have waiting lists for ad- 

saa^tfsaattrtffjasr *- most 

Changes in Minnesota's Driving While Intoxicated laws and increased public 
awareness of the problem have resulted in an increase in DWI arrests fronTa rate of 
50 per 10.000 persons in 1979 to a rate of 85 per O.OOO perao ™ in 1982 Publfc 

Xr?« ^K° f C k m ' Cal ab D U8C PT&! emB in K^raT ha. dsn increased due Tin pa? T o 
efforts such as Chemical People-Minnesota. The Chemical People project produced a 
significant increase in requests for prevention materials and programs pr0aUCea a 

Mi^^atclude^ UCt, ° n Federa ' 8UPP ° rt f ° r Chemical dependenc y services in 

rJAi^Tft^l^'f f0r r five J d I UR treatment programs, the cancellation of 
K~.fr a prev, ^ s, y di.-ect-funded programs, a reduction in funding for other 

M^tA^^ioT^ 8 and the elimination of funding to countie8 for 

Jliflli ¥ fund t in «, were restored to FY 1980 levels (with an inflationary increase) 

SfiSff k"k 8 u^r 0 ^ 0 " l d J* approximately $2,000,000. Examples of the 
activities which could be funded include: 

<1> Restoration of detoxification transportation funding at $300,000 nrovidinir 

(2l Outpatient treatment services for persons with no other source of paym -nts. 
V in °t* ,u tP a t'ent reatmetjt averages $1,400 per client. An allocation of 

szzit sssn prov,de treatment for 650 c,iente - * 2 > mm w ° uid ^ 

MISSOURI 

Increased demand for services has resulted from changes in the DWI legislation 
whid, requires offenders to complete DWI programs for reinstatement of the drivel 
Vhemi"," PeSple" P awarene8S re9U 'ting from media campaigns such as 

We hnvp been unable to obtain sufficient resources to meet the increased demand 

The impact of the federal reductions are as follows: 

Central office administrative staff decreased from 52 positions to 84. 
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('omrnunity based vendor agency budgets were reduced initially by 30 percent. 
The following year budgets wer>» increased by 15 percent, but have maintained for 
the past three years at approximate y 85 percent of the initial level. No programs 
were closed as the result of the reduction. 

MONTANA 

^ Demand for services have increased oje to: Increased Public Awareness; intensi- 
fied I>aw Enforcement (DWI); and more health insurance coverage allowing more 
people to seek treatment. 

There are, however, not sufficient resources to meet the treatment neods of the 
indigent population, particularly inpatient treatment. Clients are being turned away 
and placed on waiting lists in publicly funded programs. 

Since 1980 the Montana State Agency (Alcohol and Drug Abuse Division/Depart- 
ment of Institutions) has reduced its staff by approximately 38 percent mainly in 
the areas funded by categorical grants for prevention, education and training serv- 
ices. These services have been reduced substantially and maintained by existing 
staff, block grant and state funds. 

From 1!)80 until 1984 publicly funded treatment programs have had to remain at 
current levels of services each year. The state and local publicly funded programs 
have been unable tr expand services or develop new needed services. Caseloads and 
clients served have remained constant while utilization rates ard waiting lists have 
increased and length of stay has decreased. No major impact has occurred since 
1 980 and programs have been able to maintain current levels with the reduction of 
federal funds became of the following: Categorical grant funds did not run out until 
the end of the fl.st block grant year; legislature did not appropriate all block grant 
funds to increase services; and categorical grant projects were not continued with 
block gran* funds. However, by 1986 we estimate a reduction of services will hav to 
take place if the present funding remains constant. State alcohol and drug funds 
generated from taxes on the sale of alcoholic beverages has leveled off in 1984 and is 
projected to decrease in 1985. Present publicly ftr.ided programs will have to gener« 
ate aJditional revenues (i.e.. third party pay or client fees) to maintain current level 
of services. 

NEVADA 

The increased demand for service in Nevada centers on residential alcohol beds 
and DU!. related services. The demand for residential alcohol beds has increased be- 
cause more clients are reveiving CPC and Detox services. The demand for DUI serv- 
ices has increased due to increased public awareness and stricter legislation. 

Our resources have remained generally constant and have not allowed for expan- 
sion of residential alcohol beds. DUI services have kept pace with increased demand 
because t'.ie resources for DUI services are generated from clients under court order 
to attend and pay for DUI school. 

In addition to the reduction of Federal support, our State general fund support 
demised 22<7c in FY 83-84. The effects of Federal and State cuts have not been 
fully felt because we have been able to maintain constant funding levels by utilizing 
block grant forward funding. The block grant forward funding will be spent out by 
FY 80 At that time we will have a minimum deficit of $750,000. This is approxi- 
mately 2b% of the amount we currently have available for treatment and preven- 
tion. 

NEW JERSEY (DRUG ONLY) 

The reason for the increased demand for drug services are: 

New Juvenile Justice Code (1/1/84) and new Family Court System calls for more 
referrals to community treatment; 
Increased demand for cocaine treatment; 
Increased awareness because of media attention; and 
Continued high demand for heroin treatment services. 

Because of fiscal constraints and cut of $4.2 million federal monies, the daily 
client treatment load has been reduced. Also, monies were diverted from treatment, 
to comply with the 20 percent prevention mandate of the Block Grant. Clients have 
been turned away and placed on waiting lists. 

Specific impact of the Federl reductions in support include: 

l>ai!y client treatment loand has been reduced from 8.000 to 0.100; 

Client fees increased, and because of the lack of Medicaid coverage, indigent cli- 
ents are charged fees; 
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Counselor caseloads have increased from a ratio of I to Hf> to 1 to 5U and more; 
Almost all programs have a utilization rate of at least 100 percent. A large 
number of programs are at 120 percent and beyond; and 
Patients are being turned away from treatment services. 

NORTH CAROLINA 

Demand lor treatment and prevention services has remained stable. However, if 
additional state or federal appropriations are not forthcoming during FY 1984-85 
alcohol and drug abuse programs in North Carolina will experience an approximate- 
ly 20 percent decrease in funding due to the fact that carry over" block grant 
funds will have expended by close FY 1983-84. 

NORTH DAKOTA * 

We have experience a BOO percent increase in addiction evaluations as a results of 
(a) public awareness ib> North Dakota DWI Law, We have experienced a 60-75 per- 
cent increase in requests for addiction treatment services. Services to family mem- 
bers have increased approximately by 30 percent. ♦ 

About 30 percent of those requesting services withdraw their request due to wait- 
ing period of 3 to 5 weeks. We have had only a 10 percent staff increase. 

No programs have been closed or counselors reduced. Low and unincreased sala- 
ries and working conditions hav orced many senior counselors to leave public em- 
ployment. Thua, the overall qi *y of ou * treatment staff has diminished signifi- 
cantly. We have not kept up with the demands for services. 

Waiting lists, overcrowded case calendars and treatment groups, inexperienced 
counselors (some without benefit of close supervision by experienced staff) have all 
contributed to reduced treatment quality. No objective measurements are available 
for this. 

OHIO (DRUG ONLY) 

Demand for treatment and prevention services has risen due to increased public 
awareness of drug and alcohol abuse, especially through the Governor's office, the 
Ohio Recovery Council and local prevention efforts. Increased involvement in 
schools in the area of substance abuse. Continued high unemployment throughout 
the State. Increase substance abuse detection. Treatment and diversion services in 
both the adult and juvenile criminal justice system. Greater employee assistance 
programming. Better identification of populations needing substance abuse services. 
Intensified enforcement of DUI laws. 

For the state agency, there has been a reduction in staffing. Although for se -vice 
providers the reduction in Block Grant funds was spread over three years, the over- 
all impacts of the reduction are as follows: 

(a) Clients without resources to cover the cost of treatment, especially residential 
services, do not have the access that they once had because programs focused more 
on serving clients with resources to cover treatment costs. 

ib) There were reductions in the length of treatment. 

(r) Elimination of extensive client follow-up activities. 

(?) Increase in the use of group therapy; decrease in the use of individual therapy. 
if) Not filling staff vacancies. 

Increase caseloads for staff. 
in) Consolidation of programs, especialy in rural areas, 
til Increased competition among service providers for available dollars. 
ij) Putting clients on waiting lists, 
ik) Programs are depleting their operating reserves. 

</i tack of programs expansions to meet needs of various special populations (mi- 
norities sensory and motor impaired, Vietnam Veteran, etc.) with substance abuse « 
problems. 

Although other sources of funds have been secured for the provision of substance 
abuse services, these funds have been sufficient to keep up with the demands for 
Hervices. consequently, the following were implemented by programs: clients were 
put on waiting lists; the length of treatment, especially in many residential pro- • 
grams, was reduced. 

OREGON 

Reasons for increased demand for services include public awareness, increased 
awareness of counselors in allied services (such as vocational and childrens services), 
increased enforcement of DUII statutes, increased need by the courts for sentencing 



ERJC 



12o 



117 



alternative, earlier inrientincHtion (through DUI1 evaluations) of individuals need- 
ing treatment rather than referral to education services and to emphasis on deinsti- 
tutionalization of individual from state correctional and hospital facilities. State in- 
stitutions simply can't afford the level of service per individual, or serve the number 
of individuals they previously could. This puts pressure on probation and paro'e, 
which in turn puts pressure on local treatment programs. 

Sufficient resources have not been available to meet increased demand. Local 
treatment programs have been under such pressure to accept client referrals from 
both law enforcement and criminal justice sources that the programs have had to 
add these referrals to existing workloads . . . rather than employ waiting list*. All of 
our service modalities are running at or cLse to 100 percent utilization except out- 
patient alcohol and outpatient drug free which are running at 170 percent and 125 
percent respectively. 

The federal participation was not just 'educed by some percentage. After the re- 
duction in total funds coming to a state (in block form) it was then required that 20 
percent be set aside (from treatment) for use i*; prevention and early intervention 
services. While such services are needed and important, a state had to reduce treat- 
ment service funding even further in order to comply. Next, minimum funding per- 
centage requirements were established without regard to any particular state s cir- 
cumstances; thus, in Oregon, where the ratio of primary alcohol problems to pri- 
mary drug problems is approximately 5:1, the 35 nercent minimum for drug pro- 
grams created an artificial overabundance of block funding for drug abuse and a 
corresponding underabur.da^ce for alcohol abuse. Additionally, clinical training 
funds, which were very important to assuring therapists who have diverse back- 
grounds (recovering, minorities, etc.) in this field, were eliminated and, long range, 
will have a very negative result. 

Beyond the block grant, federal participation in all the related kinds of services 
that alcohol and drug abuse treatment programs rely on was also reduced. Across 
the horizontal plane, at the federal level, cuts were effected, and policies were 
changed, in essential vocational educational mental health, housing, . . . programs. 
What came down to the state level then was not just a cut in treatment program 
capacity, but a cut in the whole range of services that make up competent individ- 
ual treatment plans and that allow individual clients to "keep going' while partici- 
pating in treatment. 

This "range of reductions" descended on down to the local level (the service level) 
and was promptly made more drastic by the rapidly declining ability of county and 
city governments to maintain their previous levels of financial participation (let 
alone compensate for federal cuts). It was a good example of the economic concept of 
the "multiplier effect"— but in reverse. It's effect on service programs was a con- 
traction far greater in size than federal block cuts alone. It has oeen perpetuated 
since then by the threat of drastic property tax relief initiatives, thus, even where $ 
few local governments could help with some of the problems, they have been reluc- 
tant to do so. 

An additional effect on local programs has been an increase in the number of in- 
different or partially indigent clients, thus client fees as a source of revenue of pro- 
grams has declined. 

Programs in Oregon have not closed, nor have they reduced the number of clients 
they are attempting to serve— it is the reverse: they are serving more people in total 
and per counselor. But ag lin this choice was not entirely voluntary due to the press- 
ing need to support other critical service systems relating, for example to youth, of- 
fenders and so on. The price that's being paid is in counselor stress and service ef- 
fectiveness. Alcohol and drug abuse services can be stretched so far so long. TK in- 
teresting thing to see will be how many other critical service systems collapse if 
treatment finally burns out The interdependence will be evident—more than is re- 
alized 

PENNSYLVANIA 

The past few years have produced a leap in Pennsylvania's depth and breadth of 
understanding and sensitivity to th° implications of alcohol and drug abuse. Penn- 
sylvanians are aware, as never be r i a, of the price that society, communities, insti- 
tutions, families and individuals pay for drug and alcohol abuse. DUI laws, the 
('hemical People project, which had its origins in Pennsylvania, the cocaine epidem- 
ic, health insurance realizations of costs attributable to drug and alcohol, etc., have 
all been responses to this understanding. 

At a time when the drug and alcohol system is implementing strategic o offset 
federal cutbacks, public interest, in dealing with drug and alcohol abuse is at an all 
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•inn? high in Pennsylvania. Kffective and successful prevention, education and inter- 
vention programs Hiniply create a higher level of treatment demand. A 40 percent 
cut in federal treatment support over three years has resulted in the decreased abil- 
ity of our system to respond to the increased demand for services and to the 
newly unemployed that have lost insurance coverage in Pennsylvania. Waiting 
lists lor residential and hospital treatment have gotten larger and thousands of 
Pennsylvania™ have been turned away from needed outpatient and residential 
se/vices. Space is available in facilities but "free space" is not available. 

Pennsylvania is very fortune that the Governor and legislature have been sup- 
portive of the drug and alcohol system over the past three years with over $3.0 mfi- 
lon of increased state support. However, this alone, cannot offset the $5.5 million 
loss in Federal treatment alone, to say nothing of inflation and other increased cost3 
over the past three years. Over 30 drug and alcohol agencies in Pennsylvania have 
closed over the past two years. Many of them were reliant on federal funds. The 
demand for their services was high, but the inability of the public sector to under- 
write the cost of services contributed to their demise. The thirty are a mix of inpa- 
tient hospital, outpatient, shelter and residential programs located primarily in 
urban areas. ODAP estimates that between 8,000 and 10,000 Pennsylvanians will be 
refused care for lack of public support in State Fiscal Year 1984/85. Large increases 
in admissions and caseloads are not realistic at this point, given current funding 
levels, since our productivity and performance measures indicate a system that is 
close to a utilisation, saturation point. There are certain residential programs where 
demand for services is historically high, but empty beds exist for lack of public sup- 
port. The system needs a significant infusion of restored federal funds to deal with 
the uninsured and youth being referred for treatment as a result of prevention ini- 
tiatives. Philadelphia anH Pittsburgh, in particular, have been acutely impacted as a 
result of the federal cuts. 

Pennsylvania has put on line 20 percent of its Block for prevention/intervention 
effort* These efforts are needed and successful. However, the redistribution of $2.2 
million treatment block funds to Prevention/Intervention had the net effect of de- 
veloping one side of our system to the detriment of another. The cuts plus the redis- 
tribution with . the Block have created Pennsylvania's treatment dilemma. 

PUERTO RICO 

Demand for services has increased because of a greatly heightened a*vareness of 
alcohol and drug problems among both citizenry and private sector; sharp increase* 
in use of Puerto Rico as an intermediate stop on South American drug routes, e.g.: 
average 3.2 crafts confiscated weekly, either air or sea, ofHn already unloaded and 
heavy emphasis on legal drug manufacture and beverage alcohol production, in- 
creasing annually. r 

Clients are never refused treatment, but there are now only 30+ drug beds for a 
population of 3.5 million. Waiting lists for evaluation are often three-Tour weeks, 
and for entry sometimes up to six weeks. Also, there are literally no private hospital 
or drug beds in Puerto Rico, they not being conditions deemed eligible for insurance 
reimbursement However, some emergency treatment is given in State and Munici- 
pal hospitals. 

As ADAMHA funding has decreased, the Commonwealth (State) has attempted to 
replace those funds with State revenue dollars. This replacement has resulted in 
level tunding only, without an increase for COL acUustment or inflation. 

A series of alcohol, drug, prevention and criminal and juvenile justice centers 
huve closed, and their services consolidated into other area centers. The net results 
are increased caseload, less accessibility to treatment or intervention, clients who 
cannot avail themselves of ambulatory services because of transportation difficul- 
ties, occasional shortages of routine medication, physicians forced to cover more 
than one facility or cut their hours, and many others. The increased emphasis on 
ambulatory or out-patient services has substantially increased the rate of recidivism 
in all areas. 

SOUTH CAROLINA 

Comparing first six months of FY 83 with first six months of FY 82 shows a 7.4 
percent increase in client ai.d a 13.4 percent in number of service hours. Contribut- 
ing factors include increased public awareness of the problem; new Driving Under 
The Influence Law. 

Treatment caseloads have increased and *unds to employ sufficient staff to handle 
this increase are not available. The capability of the system to absorb new clients 
has reached its peak. In prevention, while there has been increased revenues, there 
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in Mtill a serious deficiency due to nuource shortage. Printed material, once provided 
by clearinghouses jh a critical nited. Also, resources for programs in the schools are 

needed. 

Available beds in detoxification centers have decreased by 24 percent and days of 
service have declined by 42.5 percent; and existing centers have been forced to place 
greater emphasis on client fees, utilization has suffered because of more stringent 
readmission requirements for clients who did not pay for earlier admission and still 
hud an ouU anaing debt to the center. 

Halfway house beds have declined by 27.H percent and days of service have 
dropped by 25.7 percent. 

Two residential drug treatment centers with a total of sixty beds have been 
closed. 

Outpatient clients and hours of service have climbed steadily as the system has 
improved its efficiency but we have now reached the point of overload. 

TRXAS < ALCOHOL ONLY) 

There was an increase in demand for services due to a growth in the State's popu- 
lation which was caused by an in-migration of people from other States. However, 
sufficient resources to inert the increased demand have not been realized. 

No programs closed as a result of reduced funds; however, one chose not to contin- 
ue services for other reasons. Former NIAAA grantees were awarded 25% less 
funds due to the cut in federal funds. In some cases the grantee reduced the size of 
thr catchment area it served; in other cases the sirvfrv* <vre modified, and in other 
cases the agencies replaced the lost funds througf* active iund raising efforts at the 
local level. 

WEST VIRGINIA 

Service demand had increased due to an public awareness; a court mandated in- 
crease in services to the public inebriate; compulsory treatment provisions for DUI 
offenders. 

Although there have been an increase in state allocations, it has not been suffi- 
cient to meet the demand. No one is turned away, but the level of services available 
is insuffirent. Our particular needs are: increased prevention programming; residen- 
tial treatment programs for adolescents a long-term residential treatment program 
for the chronic alcoholic; and, expanded residential treatment capacity. 

The reduction in federal funds has not been met by an equivalent increase in 
state funds. The most dramatic area of service reduction has been in prevention, 
with a reduction in services of at least 50 percent. A statewide reduction in outpa- 
tient treatment staff of at least 20 is compounded by the fact that remaining staff 
are frequently not designated solely as substance abuse staff. Caseloads have in- 
creased. Services are offered on a less frequent basis, and there is less variety in the 
services offered. There is no training money. State level administrative staff have 
been reduced by 3 professional and 2 clerical positions, including the prevention co- 
ordinator and the training coordinator. 

WISCONSIN 

Demand for alcohol treatment and prevention services in Wisconsin has increased 
dramatically as a direct result of the emphasis on intoxicated drinking enforcement. 
Unfortunately, at the same time that the demand for treatment and prevention 
services has increased there has been a decrease in available resources at local level 
both in relation to the number of clients which can be served and the number of 
program staff which are supported by the public dollars. Also, monies in recent 
years to allow the programs to keep up with inflation. Expansion of services is at a 
standstill. 

The 5ti alcohol and drug services county board across the States received 4 per- 
cent decrease in Federal dollars in FY 84-85. Milwaukee County is scheduled to lose 
appoximately $80,000 in block grant dollars in the coming year and amount which 
is equal to their treatment programs. 

WYOMING 

fVmand for services has remained stable. The state of Wyoming has used general 
funds to augment the declining federal funds. We have continued support to all pre- 
vious categorical recipients but have reduced the level of two NIAAA projects by 15 
percent per year. FY H5 will be the last year that the two NIAAA projects will re- 
ceive funds. One. a small poverty program, will probably close after FY 85. 
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School-baaed prevention protfnmiH (peer counseling, early intervention, teacher 
curriculum training) and special service* for women would also receive priority con* 
sideration. In addition, detox and residential services for youth are a priority for 
new tends. 

hmisiana.— Would provide for special programs to address: 

(a) The physical abuse in families, i.e., child abuse (also see item "c") spouse 

abuse, geriatric u use, which has a high correlation with the use of abuse of alcohol 

and drugs. 

ib) Women and their dependent children in treatment and halfway house settings. 
<c) The high incidence of child abuse by teenage single mothers (85 percent) who 
are alcohol or drug abusers (70 percent). 
id) The high incidence of suicide in the chronic recidivist alcoholic. 
(elThe critical need for expanded efforts in the areas of prevention and education. 

* Suggest beginning before kindergarten. 

Maryland.— The primary use of any new monies would be to relieve the strain on 
our opiate addiction treatment network. The second priority would be to impact 
upon youth between the ages of 14 and 18, and the third priority would be to use 20 
f percent of any increase in our ongoing prevention effort*. 

Massachusetts.— They would be target ted for special populations: 

(1) Youth residential treatment programs, and 

(2) Two hispanic half-way houses. 

Michigan.— Any additional funding through the federal block grant would be gen- 
erally evenly applied to prevention efforts and treatment services (particularly for 
service* to indigents and unemployment persons). 

Minnesota. —Additional monies would be targeted to providing treatment services 
to public assistance clients and others with no sources of funds. 

Missouri. -Additional revenue for the Alcohol and Drug Abuse Program services 
would be utilized to provide a minimum core of detox, residential and non-residen- 
tial services in those service areas where currently no services exist. 

Montana: 

Assist to maintain current services for publicly funded treatment programs. 
Provide additional inpatient care for indigent population for areas of the state not 
close to the State Inpatient Treatment Center. 
Provide treatment services to youth. 
Develop transitional living facilities in needed locations. 

Nemdu.—lf a 10 percent increase were given we would use it to ease the strain on 
over utilized programs, e.g. increase wages, fringe benefits, improve clients 1 meals, 
improve facilities, etc. 

New Jersey: 

Increase funding for over-utilized treatment. 

Increase federal and state share for treatment costs. For example, a residential 
bed receives only $4,500 per year. 

Provide more services for youth. At the present time only 5 percent of treatment 
services are for youth. 

Provide services for cocaine abusers and prescriptons drug abusers (especially 
women). 

Expand community/school intervention services. 

North Carolina.— It additional state funds are not appropriated for FY 1984-85 a 
10 percent increase in the alcohol/drug block grant would be used to maintain exist- 
ing services levels. If additional state funds are appropriated a 10 percent increase 
would be used for the following purposes: to facilitate the deinstitutionalization 
process by the development of community services needed to replace thane services 
previously provided by three of our state mental institutions; to provide training 
necessary to increase quality of services delivered; to provide for case management 
services, which in addition to increasing quality of services, would also promote a 

* more effective use of existing community resources; to increase program utilization 
through the development of more extensive outreach services; and to increase pre- 
vention programming. 

North Dakota.— Any increase would be used only to partially close the quality 
gap. A HO-50 percent increase is necessary to close the gap completely. No new pro- 

* grams could be launched unless the increase is substantial. 

Ohio 0 nig only).— It only a 10 percent increase would be given, services providers 
would be able to: 

(a) Fill many vacancies among treatment and prevention staff. 

(b) Give staff salary increase (in some cases, there have not been any increases 
given in over two years). 

(c) Serve some of the clients on waiting lists. 

1 26 
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(fit Increase the services provided to adolescents. 

Grant reauthorization the funding level be returned to the FY '80 level. This 
would provide necessary funding for: 

(a) Additional outpatient and residential treatment services for women, adoles- 
cents (especially those identified through prevention programs), mentally impaired 
(especially those who are chronically mentally ill), those without sufficient resources 
to cover treatment costs, those with sensory and motor impairments, and employee 
assistance programs. 

<6) School and community based prevention programs especially for: minority pop- 
ulations, employees, prescription drug abuse, professionals, and thote with sensory 
and motor impairment**. 

ic) Increase substance abuse services in rural areas 

id) Community-based services for those leaving the correctional system where 
treatment services were initiated. * 

Onflor. —With additional funds we would bolster our outpatient service capacity 
in general, and in particular, we would increase service to youth and the elderly. 

Pennsylvania.— Pennsylvania would prefer to see any increased federal support 
expand the existing block, instead of reverting to former categorical approaches, , 
with special target population set-asides or state demonstrations. Most states can 
easily determine their own state and local priorities. In the case of Pennsylvania, 
our decentralized State-County partnership will continue to give counties flexibility 
in matching resources to needs. 

Therefore, we will not superimpose more target populations; but will continue to 
rely on our statewide planning process to determine local priorities. The funds 
would go for treatment except for the 20 percent share of the increase for Preven- 
tion/Intervention. Populations needing treatment are so numerous in our communi- 
ties that a reasonable mix of women, minority groups, youth, elderly, unemployed, 
homeless, etc. will be better served with increased funds Target groups will vary 
from county to county. 

Pennsylvania perceives that our current level of federal prevention/intervention 
support is adequate. Hence any increased federal funds above the 20 percent preven- 
tion/intervention minimum will go to treatment unless a county can document that 
its treatment needs are met and its prevention/intervention effort* need further de- 
velopment. 

Puerto Rico.— If there were to be a funding increase, some satellite centers could 
be reopened, the prevention centers reopened, and some funds dedicated to laying 
the needed groundwork for eventual third-party reimbursement and increased pri- 
vate sector participation. 

Development of programs which provide residential and thereapeutic care for 
women alcoholics and drug addicts; programs which address the subpopulation of 
women alcoholics and drug addicts such as, elderly citizens youth, incarcerated 
women, and others. Development of an orientation telephone line program for the 
community. 

South Carolina. —This depends upon our success in obtaining additional state 
funds for FY 85. Presently, our chief funding need is ♦ j provide additional support 
to the outpatient treatment program. Following !W we need to bolster our srnool 
prevention and intervention programs. This is how we would use it if no state funds 
are obtained. If we are successful, any additional funds would be used to look at 
special populations and programs in the schools. 

Texas (alcohol only K— In the area of treatment, the Commission would increase 
the amount of services purchased. The costs for services range from $40-$60 per 
client for non-hospital based detoxification, $25-$35 per day per client for halfway 
house services; $25-$55 per hour for outpatient counseling services. We would also 
increase funds for case-finding and early intervention services as well as primary 
prevention (services for children of alcoholics, school curriculum). 

West Virginia — A 10 percent increase in the ADMS Block Grant would give the « 
West Virgin* substance abuse program an increase of only $120,000. Our first prior- 
ity for the use of this money would be to increase prevention programming. We 
would hire a full-time prevention coordinator, and use the remainder for special 
prevention projects, similar to "Channel One", aimed at regionally identified at-risk 
populations. * 

Wi*conAin.—\ny increase in Federal ADMS Block Grant dollars would be used to 
offset recent reductions in support lo the fifi county boards. As the ADMS Block 
Grant priorities set by the State include a special emphasis on minority target popu- 
lations the increase would result in a direct improvement in services for these spe- 
cial populations. Two programs which address the prevention needs of Indians and 
women currently receive the highest priority under the ADMS Block Grant. 
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Wytmnng The additional funds would be used to maintain the categorical pro- 
gram* and could offset the lfi percent planned reduction. 



Testimony on Bkhai p of Richard J. Russo, M.S.P.H., Assistant Commissioner, Al- 
foHoi.. Narcotic and Drug Abuse, New Jersey State Department or Health, 
Trenton, NJ 



Operation since November of 1979, the Office of Prevention is a Unit within the 
State Department of Health, Division of Narcotic and Drug Abuse Control. 

The goal of this Office is to coordinate, indentify and deliver meaningful services 
to the communities within the State: rural, suburban and urban. 

New Jersey's primary prevention initiative continues to be replication of the 
Statewide Community Organization Program 'SCOP). The SCOP Program was 
begun in response to a Federal requirement to demonstrate the States ability to 
coordinate systems and local prevention efforts. 

The intent of SCOP is to train and assist teams of New Jersey School and commu- 
nity leaders in developing and implementing programs for the promotion of positive 
adjustment among youth and the entire community. 

Numerous approaches have been attempted by state local communities to prevent 
unacceptable activities from occurring among youth. However, the majority of these 
approaches were directed toward specific activities ranging from poster campaigns, 
pamphlet or literature distribution, to the development of school curriculum. Over 
the years the various disciplines have tended to take an insular approach— believing 
their specific activity alone would significantly address the problems they faced. 
Frequently lost in this maze was the realization that the problems of youth crime, 
delinquency, drug abuse, truancy, runaways and so on, are multifaceted in cause 
and, as such, the solution must be multi-disciplinary in approach. 
^ We believe that most problems facing our youth today can be resolved on the 
Community/neighborhood action level and not by advisory councils and planning 
commissions. We embrace a behavioral health approach to problems witn youth. 
This takes into account not only the physical and psychological factors but also the 
social and economic well being of individuals. It takes into account the belief that a 
variety of youthful "misconducts" including drug abuse are all symptoms. It is fur- 
ther noted that only by focusing on root causes rather than symptomatic ills can 
fundamental change occur. 

In summary, the Office of Prevention provides this behavioral health philosophy 
from which all programming emanates. We have taken the firm position that com- 
munity organizing is the most effective and feasible way to address causes and 
effect, real change. It gives communities and, in turn, the entire State a collective 
sense of identity, purpose and direction as it relates to behavioral health problems. 

In the past five years numerous SCOP teams have been trained and have joined 
together to form a network of prevention programs. There are currently over 100 
trained New Jersey communities in this network. 



The Model used by SCOP is based upon the local efforts of a New Jersey commu- 
nity whose primary focus is interagency coordination and early intervention and 
prevention of youth school /criminal justice/and community problems inclusive of 
drugs and alcohol. 

In an effort to improve health rather than to treat illness, one particular New 
Jersey community, for the past eight years has worked on developing, implementing 
and evaluating a multi-faceted approach to prevention with measureable outcomes. 
Recognizing in 1972, that there was as increasing problem of drug abuse, vandalism, 
etc., by juveniles in their community, the Superintendent of Schools and Chief of 
Police sent communi y representatives for an intensive two-week training at the 
Adelphi University National Training Institute. The focus of this training was to 
"help communities to help themselves." This was accomplished by attending work- 
shops on Human Relations, Team Building, and Program Planning. The teams were 
introduced to concepts of prevention programming and systems theory, but the most 
important byproduct, intentionally or not, was a trusting relationship developed 
among the seemingly divergent team members. 

In 1977, at the invitation of a former United Stated Senator, a noted New Jersey 
community testified before the United States Senate Subcommittee on Alcoholism 



I. THE OFFICE OF PREVENTION 



II. SEEDS OF THE SCOP MODEL: HISTORY OF A LOCAL EFFORT 
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and Drug Abuse Munition The Senator assessed the local program efforts as M a 
model for other communities to follow." It was stated that: 

" a community team involving the police and achool based team, have worked 
in a most innovative and productive way in the community and school " 

tin this community) children consider policemen friends to whom they ran 
turn for help Senior citizens work within the school system helping to bridge the 
generation gap and helping children overcome problems of low self-esteem and poor 
|M>rformance. In this community, children have challenging outdoor activities, in- 
volving the school and the police. Youngsters act as park leaders, running the parks 
at night for themselves. No arrests for loitering have occurred during the past three 
years, because such arrests were no longer necessary. Vandalism remains consist- 
ently at a low level, while the rate of other towns steadily increase. Young people 
have healthy and happy placej to congregate with their friends. In this city young 
people know what help is available to them in the community, whatever the prob- 
lems 

(Statement of the Senate Committee on Human Resources Hearings of the Sub- 
committee on Alcoholism and Drug Abuse. 9:00 a.m., March 24, 1977). 

Clearly, while programs that have been designed are based upon the need of one 
community, the process of community organizing is repli cable to others (urban, sub- 
urban and rural). From the Bergenfield experience, we have drawn a Model Pro- 
gram, or more accurately, a community-based process for change. The Office of Pre- 
vention contracted with the Bergenfield team as trainers and consultants to SCOP 
teams. The use of working policemen, principles and other community leaders to 
share their successes and failures was found to have high credibility and impact on 
other communities looking for direction and struggling to address their own prob- 
lems. 



III. WHO PARTICIPATES 

Within New Jersey, as all States, communities are widely diverse on their eco- 
nomic, social and demographic make-up. Irregardless, it is our experience that the 
SCOP process is indeed replicable in any community with some modifications. For 
example, in urban areas our focus is on building teams that represent neighbor- 
hoods rather than one team to represent the entire city. In rural and regional areas 
we may build a school/community team to focus on one school. 

So taking into account demographics, the target population and type and extent 
of the problems the SCOP process begins with each community forming a team. 
This team consists of 6-7 school/cr'.minal justice/community based professionals 
and volunteers inclusive of elected officials when possible. Recognizing the difficulty 
in formulating a team which is somewhat reflective of the community, we intention- 
ally require, minimally, one person from the following community institutions and 
groups: 

School: Superintendent, Assistant Superintendent, Principal and/or Director of 
Guidance, Child Study Team 
Policy: Police Chief, Juvenile Officer 

Community: PTA, Parent, Board of Education Representative, Town Council, Min- 
ister/Priest, or Civic Organization, Elected Municipal Person 

I hese three participating groups are essential for optimal efficiency. 

Why are the school, police and community identified as important for goal 

accomplish mentf 

Because it is the intent of the Office of Prevention to have impact on the social 
ills of today by utilizing the social networks, institutions and settings that signifi- 
cantly influence the development of the youth to be serviced. Within this frame- 
work is recognition of the importance of institutions for providing structure in our 
communities and the potential for using care givers within these Institutions to act 
as change agents. The school, police and local government (elected officials), are 
identified because they are permanent institutions found in every community across 
the nation— urban, suburban and rural. Although these institutions are not the only 
permanent institutions in the community, they are utilized because of their poten- 
tial influence on youth, either in a positive or negative way. 

The schools are high impact institutions which have the responsibility of prepar- 
ing youth for full adult responsibility through education and demonstration of 
model deoortment. 

The police are identified because of any aberration of behavior deportment even- 
tually involves the police, especially if the activities involved are illegal consump- 
tion of alcohol or illicit use of drugs. 

/2i 
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The local government u»leoted officiaiH) is utilized because they serve as the repre- 
sentative voice of the community, the nucleus of which is the family. 



Communities who have applied for and been selected to take part in the SCOP 
process initially receive an orientation visit from a Prevention office staff member. 
Following is a specifically designed three day workshop. The goals of this training 
are as follows: 

To build a multi-disciplinary school-police-community problem solving team as a 
result of participation in the program. 

For the team to acquire skills in group dynamics which will help them survive as 
a group after the training. 

For the team to acquire skills for clarifying a social problem which is of relevance 
to their community and/or schools. 

For the team to acquire skills for developing a solution to the pt"blem in the form 
of a written program design. 

For th. team to implement the proposed program and begin to evaluate the out- 
come. 

As wo* stateJ earlier the approaches communities come up with are diverse and 
reflect their unique needs and problems. In Evesham the SCOP team sponsored an 
"Adopt-a-Cop' program, which seeks to improve the relationship between police and 
youth. They also were instrumental in creating a RAP Room where adolescents can 
drop in to discuss problems at home or school. A Primary Prevention Program by 
which classroom teachers seek to identity adjustment problems in youngsters as 
young as six or seven, has been im pie mental in Gloucester Township. The goal here 
is to build a youngster's trust in adults and change the negative way in which he 
views himself/herself. In Peterson the SCOP team we? interested in providing the 
inner city youth with positive role models They invite adults with different profes- 
sional to come *nd share their experiences with the children. At Hawkins Street 
School in Newark, sixth graders come early to school and stay late to tutor second 
and third graders with learning problems. 

In Hunover Park, the "jocks , scholars, withdrawn, average and "high risk" stu- 
dents, boys and girls alike are joined together in a leadership program. The young- 
sters take part in a wilderness ^'outward bound" type experience and then each vol- 
unteers service hours back to the community. In Marlboro Middle School, students 
"Adopt-a-GrandParent" Program teams youth with the elderly in a local nursing 
home. Bloomfield has established a program for teens that drop-out of school which 
focuses on attaining their certificate, employment training and counseling. In Liv- 
ingston, a Single Parent Program has been designed to help reduce the negative, 
emotional and social factors asso' iated with divorce and separation which can lead 
to poor school grades, substance abuse and juvenile delinquency. The Secaucus 
SCOP team has sponsored workshops for the local school coaches addressing the 
issue of substance abuse in sports and the stress that youngsters are put under to 
perform and win. In Rose lie Park, programs such as the Halloween Mischief Night 
Concert, Pride-in-Self-Pride-in-ComminTty two and five mile runs, leadership devel- 
opment classes and a Big Brother-Big Sister Programs are all examples of the SCOP 
process. 

What has been mentioned here is a random sample of a variety of programs. 
What they have in common is that the cost of low and in terms of early interven- 
tions and prevention the benefits are high. It was interest in this connection be- 
tween cost-benefits and prevention programs that led to a preliminary study. 

An addendum is provided of the cost-effective study conducted by outside re- 
searchers in 1982-83 in four diverse communities: Bersenfield, Newark's Frankiin 
School, Scotch Plains and Gloucester Township. 



It is a basic belief of SCOP that no one knows the problems and resources of a 
community better than the people living in that community. Given meaningful 
training and assistance, there is no one better equipped to formulate possible solu- 
tions to identify problems that those very same community members. 

Abuse of drugs is assumed to be one of a number of self-defeating, negative re- 
sponses to emotional pain. SCOP contends that by presenting youngsters with accu- 
rate information in a supportive environment and by fostering, positive attitudes to- 
wards herself/himself and others, the individual is less like';* io turn to drugs as a 
solution to distress. An individual would more likely apply his or her knowledge and 
make an intelligent decision to manage life stress without resorting to chemical sub* 



IV, scop training: purpose and results 



V. SUMMARY 
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K^S^" if l hw T ta a • J u PP° rtiv e «*«ther than punitive climate i„ a commu- 
K helT " tnmmAow> * tr *» or in Scully will know where to turn 

coIIlfrn fU ^m. a "ij? anp0W , e _ r J ne *? led to p,an and operate programming i. a major 
pro « ram9 need «»t tax payers large amounts of money. When 
u„ T""*. 6 ? P"« raIn . m,n B operation, are needed, SCOP teams have com! 

up with creative solutions to raise funds and mobilize under-utilized resources Such 
■ n i£ , S d ? m 3 t,m , Ue " ^creativity and energy of both adults and stSST" 
hJJ* -MfS? 6 5^ minunlty f 0r « an V !a " on Program taps into the old idea of "self- 

^ • Wth ff" lmi,m " ttin 8 the to ne in social 
ZZ ™ a £ and individuals fooling low on options and morale, SCOP has been a 
R ro "»to give people back soma control over their lives and that of theirVhSdrln 
L« ^" i* fT !i° . addre " tne ^ncerns people have for the r youth ^ and make 
cSk^?lt y Jtv VO f Ved in "°i vinB th o»o concerns. It has been a proactive p^ocS , to 
SSSU i Vartety of Kroups, fragmented in terms of vested interests, rhetoricaland 
ideological concepts and differentiated expertise. This is not a panacea nor a miraSe 

S^Vh 2d£^ ^ th.^to'rSk.S 1 . 

r *; . t , an , e " ort 10 Dulld "trengths rather than continually counter-attack- 
mf y^vf JL it°£r K^ P r Ch for fje Held of prevention WilLn Shakesp^Je 
may have said it best when he wrote: "A little fire is quickly trodden out whilst 
bemg left to suffer even river, cannot quench". We cmm^sTJhA Si 
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EDUCATION 



SPRING SURVEY 



SCHOOLS THAT WORK! 10 PROFILES 



Parents' Mops and Paint Save Newark School 
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A Blend of Parents and Teachers 
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TMtMMMiM UM MM. M a»M IMMJ 
in M tNMa AMA aAAH MAM* Mm M ai 
1 a mmm »M Maiuaj u m MMcmm mar 
H'«*M mM 11MMU TM tUU MJ M*UM 

ilM am «aii mI M aflrtt. MfMUaMg 
AfMkMf «aH AI 



frmmtt fraM U4*m '■vnAw 

la TIM TlMMa/lMI Sim 0".'aM 



'We have allowed 
kids to drive wedge 
between parents 
and teachers' 



inr pnAt>|Ml maw Bu) cMir mt 1A4I K« 
aM IM MMAta IM MAMMf MMM Ma id 
iM imm lacMg iMaMM 

TM MMMI MMMM M MMKil ¥ iK 
«M cAiMrM ai MA tcAtM mmMM MM 
wilA M WM M t* . MMM>M r«*< 
WAMUaMMMfMMM. MMM| IM ti- 
ItfW MM MM M M I «aM mi IM M>f«*i 
MM. aMMUMMMAMWA ACMM MMmmi. 

•.iiMM caMy «AMHy at aaa ami i*a 
yMIJ. MMMM M MMM Ml IMA! aM 
CMMMCIM4 IM MMM M MM acMM'l ilU 
AMAHlllMMlltal 

1 Am pal Ml^ai M llMawtlMMAMi 
Matw« trvm aaiwM mM. Am «M 
MMf MA-IMMA ACliiAMi M MMM CI 

iMal r ' "~* " 



MMMUyh . 

MAM MAJM MA MMf M» • nM 

A MMM wMy |MM MMM (Ml (M 
«M'i Maa n* irMrM M HAAM M 
atnciM. IM AAMM a/MMy AaaAM 
rWM.MMAMMMMJMa**mMt 
M M AnaAtJy AMmaM ■trtMM aM 
Ul«*y AM MM CmMa M IM My a Mty 
AAU l A MMUly MMAlAMA a |AAM1 
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Township of Evesham 

RESOLUTION NO. 69-84 
RECOGNITION OF SCOP 



WHEREAS, the Marl ton State Community Organisation, SCOP, is 
a team of professionals who endeavor to improve relations among 
school, students, police and residents; and 

WHEREAS, SCOP, who for the past five years, has worked with 
the youth of our community in the areas of drug and alcohol abuse; 
and 

WHEREAS, some of the programs implemented by this team ares 

RAP ROOM - A Township-sponsored center which is 
geared to help adolescents and teenagers to over- 
come problems through various workshops; 

ADOPT-A-C0r - A program whereby police officers 
visit classrooms and participate in various 
outings throughout the year so that students 
can see and get to know these officers in their 
work environment as well as a non-working 
atmosphere; 

PROJECT USE PROGRAM (Urban and Suburban Experience) - 
A program whereby high school students spend three 
days in the wilderness with a team of trained guides 
and learn about nature and working together for 
survival; and 

WHEREAS, this team has been selected from more than 100 
trained prevention teams as one of the three best State Community 
Organization Programs in New Jersey; and 

WHEREAS, the Township wishes to recognize the outstanding 
work which SCOP has accomplished in helping the teenagers of our 

communitv • 

NOW, THEREFORE, BE IT RESOLVED by the Township Council of 
the Township of Evesham, County of Burlington, State of New 
Jersey that we hereby congratulate and commend the following 
members of the SCOP Team and recognize your outstanding efforts 
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Early start advised to halt juvenile crime 



ly SllfcRftV * IU0ORK 

FUeiiHOLD TOWN' HIP - TrUJ- 
Otael mclaoM af dealtag vita JuvaaJJe 
drug addiction aad vaadallam heva 
•fun (evolved eciaglid in aVug addle U 
u Kin tM kMe tad polka U taretlaa 
laam 

Hut will ltai<*e«|ijig ^cui vwrti 
end family airoclore, U« Ut'dlUonal 
mcifcrfi have largely 

"My the urn* 1 get i cam u proee- 
euta ie jwvteile cwrt." Meomoula 
Coyaiy Preaccoter Aleeeader D uht ar 
uid ycjurdey. "H i already too UU " 

• Tb«» kida." be laid, "ere tiroady 
«• • coona iMdmg u MWl criminal 
behavior " 

Early murvMUea. Uklng program* 
to children ai y««g aa hiadergenea age 
end cooperative cemmuaHy programe 
appear la nuay ctperU W be U« taly 
•oIuIUm 

Ooe iwch cuopcreUwe pr o|r«-n u if 
tdureud by the iuu Depertmcai of 
Hull* UruMi • poiiUvt, coramuuiy* 



wiJi epprowh. ir»fla| community 
Itadart. aludeita. acaaal aamlaUlraiara 
eM pd>" lag lifter la a total effort la 
ami* acaaal i iad community aeUU 

During a wot baboo aa the iuu Com- 
muaily OrgeaiMUoa Program MM hart 
yaaUrtUy far about aft aaraaaa. iar |ca* 
field Peace S|l DoaaM Slumpf Mid 
pol* a aaal acaooi aflMUU owal varfc 
together mora ctoeety. 

Taa maal Important alap. Ilumpl 
Mid, la lo identify the particular aaoda 
of laa Mo* la eKhcemiaaaliy. 

la aWrgofiltolat. which begat laa tint 
SCOI' program U tta aula au yure 
agt. Siumpl eald talf of taa aledeat* la 
Iwa acioala coma irom alagle- parcel 
lamitlaa 

Youngiicra with aaa par a it, ar Iwa 
wertieg aaraala. «IU have live ar mora 
hour* a My la fill, laa aargaaal Mid. 
Icaool and community progfama mail 
U Mvelopoa la im thai time caaalrw 
lively 

"1 lava yai la aaa a vlaaew hreaaa 
from I aula I achoU vaaa hid* vara 



otaying la ||," Ilumpl told. "WUufewa 
gal araftaa U claaaf ocaooU, with chato* 
acroaa laa door t ." 

Berganlleld aaa developed «aal aa 
caUa '*calcfa aaalaa," arlaglag la aaaiar 
ciUmm la auparvtaa claaaraama apaa 
iKaUyp ludiaaMft:* 

Ilumpl mW aaUca aava U changa 
taatr lma|a will alia. AaJ taay aaal la 
ha|la pravaallva programa mack 
aarliar. 

"Wa'ra vaailag aar allaru wlia lag 
iuaior and Malor aigb yaart. tta aatong 
la pravMUaa program! la algmaaUry 



GaU Kivanaih. ualaiag coordinator 
In lha aula Haalia DaparimwJ'a 
Dtvlaloa 9t Narcatici u4 Drug Abuta, 
•aid Uia "only Ulng eaa^iiaai aboul 
aravaaUon programi la commaraUaa U 
laa rbcurlc." 

"Maay commualUai lainllaay Mva 
aravaaUon program*." aaa Mid. ftul 
intra la llllla commaaily aupporl and 



Kavanagh Uaaad laa BtrganliaU 
pragram, valca lacradaa a pollca-apoa. 
Mrad "Outward Bdvnd "-typa af pro* 

Cam iar yaungalwa hMdlng lor Iron- 
a. and aaa wad lu SCOP laam u irala 
Mama la II attar communlUti around 
taaauia. 

Tha alt-mamhar Scalch Plaina/ 
Fanvaod SCOP laam daacrlbad 1U aa- 
parltncM iar taa warathf la building 
aocfa a pragram avar tha Ual l«iyanra. 

Taam bultdlng and ralalag achaol 

?Mrtl la canlral In aa approach thai Dr. 
•rry Rlagal, principal al Um l.7»atu- 
danl Icaica Plalna/Fanujood High 
tcfaool, aaM U Maod aa tha Mai IMI "U 
ildi ara aaaplar* thara la laM vin* 
datlam." 

Taa 1C0P lum bt|an planning t«a 
yMra ago lar i tightly alruclurad «Mk* 
and conic ra oca Ual full lor 41 aludaila 
and aU Uaeatra. Plnandag ctmt Urga* 
ly Iram local auaiaaaMa aad civic 
group* con Uc ltd lar donation* by lha 
lludanU. 



Walla II la Ua Mrly UdaUII poalUva 
rtauIU af lha program, afllciala aald 
thara U a aa« aad rail commitment aa 
tha pan af atudanU. Tit acted and 
police ara aaw trorfting aa deveteplng w 
conlraeu with mlMrainl ideltacenta, W 
la alUv than u w«i all minor a|.\J 



Milton 0. Hughea, Manmauth County 
wparlaUnoMl al achoola, «boM af lica 
co-aaontorod Ua warhaaay with tat 
Manmaala County Vlotanca and Van- 
dtUam Taafc Parca. amphaaUad taa lm< 
parlance af iM ICOP approach laaUra- 
mlag lha Ucrtaaing amount al iavtpyjla 
vandallarii. 

Uughca waa alM concarnad thai aa 
lha population grawi aldar. "child id* 
vacacy la rapidly dlaapptarlng " ' 

"Today, ?) percent al the adult pop- 
ilatlon lava m acaaot*aga ddtdran," 
Hughea Mid. 

7, The suaitlon I hive, U who li 
apMbtng lar yaulh today?" 
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Communities tailors 
aid programs to fit 
need of juveniles , 

JS 9Pjheir own wa y in prev enting juvenile 



By F1VDOA UCHAftOW 

Of The Bulletin St aff j 

Communities are taking i smorgasbord approach to solving their 
problems with youth, picking ind choosing among a varied menu of 
prog rami *nd projects wppcrtv-d by the stete 

rhffry Hill n compiling a »«rectnry of resources and services 
avaitahk" to its residents Kvesham is sponsoring "Adopt- A-Cop." a 
program under which police officers make regular visits to the town- 
ship's ftfih trades tu establish rapport with the youngsters Gtouce* 
ter Township n rmphesui.t a "Primary Prevention Pnjarsm." 
which seeks to identify children with potential problems as early as 
first grade 

Unaing together these effort! — and those of T» other municipal!, 
tie* up and down the slate - is the State Community Organisation 
Proje* r, a three-year old, Trenton based program with one underly- 
ing aim Itevmt ju vent i# crime nod dmg and alcohol use. ' 

"We believe each cormtwnlty should decide for itself what its own 
problems are, and decide on its own sototkwss," sard Barbara Wright* 
»>ll of the Dlvtilon nt Narcotic* and Drug Cent rot Abuse of the New 
/«rs#y nepertmeiit of Health 

"Our ultimate goal '« to gat communities involved. The more in 
volvement, ;h* greater the chances of dealing win all kinds of behav- 
ior " 

Begun three years age. SCOP (pronounced "scope") trains teems 
of representatives frees jdetested townships, including police* 
school bosrd members, clergy and educators. Participants irem how 
to Join forces to deal with such specific problems as vandalism, drug 
abuse and truancy . t 

" The training gave ua a lense of the importance of having a com- 
mon! ly working together. v> that If something dots crop up. you 
already have the nechenlsm lodeaJ with it," laid Eleanor Stofman 
of Cherry Hill, who last year spent three days In Bergen field a 
Bergen County observing successful programs that township ha* de- 
veloped • 

Armed with these i is ad t w, Mrs. Stofmae end Oh six other mem- 
ben o' what ultimately became the Youth Coordinating Council oT 
Cherry Hill decided that ens of tneir hrrt projects m the sprawling: 
Camden rounry towwjfup would be a directory eft ten l>*ts an of the 
local health, social wjtvIcs, educe ncnal and recreational moui am ' 



The aVeetory will be distributed to 
an lownesup rssUdssHi early neat 

"We fail such a directory was nee- 
eesajy when we cams back from 
Bevrsnfteldand reaUtad that weal, 
ready had many of the svdgrams 
tbty were teaching us about,'' said 
Mrs. Stofman. "But reenters* our 
eaeai didn't always kasv wgsu dtftr 
resources were available. And if we 
didat know, how could the rest of 
fee community 

A future project of the Currry HOI 
group — whose members include i 
jailer high Khoot principal, the di- 
rector of the township s social ser- 
vice program and a representative 
of the police department's juvenile 
division — is a sense of family 



crime 



rue free group sessions will be 
opsa to parents and adolescent chil- 
dren end are designed to open com* 
murucetiom between the genera- 
tions, Mrs stofman satd 
. Acccedesj to Ms. Bell of (h • Dm. 
Hon e/. Narcotics and Drug Abuse 
Control, each township is free to s*. 
lact <L| sum avenues of self help 
Some have eatsbushed programs 
Unking teenagers and senior ali- 
us*, such u ant a which Mgh 
school juniors sad sensors make dai- 
ly calls to shur-ins. 

Others have taken older teens en 
wilderness survival ti ps to order 10 
give them a sense of their own worth 
and competence. Ms. Bell said 

M They run from big things to very, 
very snuil things." she said "We 
oAcouteft people to start smalt, es- 
penence some success, then move 
oa." - 

Evesham's "Adopt A Cop." pro- 
gram allows nine- and ttn-yesrolds 
to become familiar with taw enforce- 
ment officials in a nrfethrearening, 
casual way 

"A sergeant goes into the fifth 
grades twice a year and answers 
questions such as 'Have you ever 
used your gun*' and 'Do you lock up 
children 9 ' " said school board mem- 
ber Pat Hibbs 

She Mted that fifth grade was cho- 
sen because younger children found 
it hard to relate to the police of- 
ficers, and "older than that, they're 
jm receptive, they're already hard- 



He SCOP team In Evesham was 
lalao asttrumenial la creating a Bap 
[Boom where adolescents and teens 
|csjuM drop ui 10 dittues problems at 
se or school Staffed by volun- 
teers, the room u located in a reno- 
watad oM house on Maple ave. and 
offers ■ place where teens can find a 
friendly ear. Mrs Hibbs aa id. 

A Primary Prevention Program, 
hyiduch classroom teachers seek to 
identify ad|ustment problems in 
youngsters as young as six and ecv 
en. has been implemented in> 
Gloucester Township 

According to George Bigge Jn,- 
ecspeipsJ of the Glmdora School 
mere and member of the six>person 
SCOP teem, Hi purpose is to look for 
withdrawn and poorly adjusted ehfl- . 
dm — before they become wtlhC- 
drawn and poorly adjusted tedg?; 
agere. • - 

U taft unattended, these aj2cT 
peobWms that will build, and by jun*.' 
nt high school, having bern left t£ 
fester and grow, will need even* 
greater help; 'Biggeiatd -i- 
aula- w singled out for atteaUpC.' 
work wtui classroom aides io whir- 
the principal described as "14 essfw 
comfortable environment." The gopi* 
is to build a youngster's trust JaV 
adults and change the negative way 
mwhKh be views himself. • 
Although it is difficult to measure, 
the success of a program such as 
SCOP, as Barbara Bell acknowl- 
edged — "If you are preventing 
sumeth:ng. how do yuu measure 
some thins, that he* not occurred*; ' 
she said - the irate official said end- 
yardstick is the number of ongomL 
programs townships report. 

Of 70rrruncipeliiies undergoing the 
original training. IS have active 
teams, Ms. Bell said. 
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Involve community in drug abuse program 
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®ra costs di mm 




ByJ.W.IlUnNETT 
A dramatic reduction in the costs of 
vandalism against (he Roselle Park 
school system was reported at Tuesday 
night's board of education meeting 

From July W> through November 
19B0. the board paid $7,789 in repairs 
which mulled frorr vandalism. F«r 
same period In ttwvai. the figure n*se 
to $7,091. due mostly to one Inrideni, n 
robbery at the high srhnnl. 

During the robbery, a hose fron a 
sink in the science mom was turned on. 
The water ran all night and soaked 
through the floor, damaging the room 
beneath it and a copying machine 
there. 

This year, however, vandalism costs 
for the same period amounted to only 
$621. Ernest Flnltlo, superintendent of 
schools, credits the change to the van. 
dallsm program. 

In his report to the board, Finltio 
outlined 14 projects to stop and prevent 
vandalism in schools during the day, nt 



nlgm aiiu urn trig rmiidays. Each project 
is geared to student irivol/ement and 
commitment. 

. "What we've hern trying to do Is 
develop pride U\ :f\i and pride In the 
romntutniy," said Tint/in To that end, 
the program focuses upon prevention 
ind Intervention, attempting t" lower 
the inridt'nre of drug and alcohol abuse. 

"If students have pride in 
themselves, they don't need alcohol and 
drugs,' 1 said Finitio. pointing to the im- 
proved vandalism statistics. 

The program began in 1975. with the 
training of school personnel at Adelphi 
Unlvtrslty, under a federal grant, The 
trained staffers then set up the "Roselle 
Park Trust Co.* 1 

The group combines the staffers and 
high school students and is the primary 
vehicle through which the other pro- 
grams operate. x 

Programs such as the Halloween 
Mischief Night Concert, Pride In 
Self-Pride in Community 2* and 5-mile 
runs, leadership development classes 



in the high school and a Rig Ttrother nig ' 
Sister jrrognm. ait? run by the trust 
company. 

Finirio points th !he Mischief Night 
Concert ns a particular surreys. "Five 
hundred peoph 'ere at the concert this 
year," he said. ' iind we had no damage 
mischief night in Itoselh Tark. They 
want the concert. M . . f >. //• , ✓ i 
f Another part of the effort agairrM/ 
/ vandalism involve^ meeting with' 
trmihle-making students to find out why, 
they committed (he acts. 
/' ■ f ' 

Some students, which Flnlrlodescrlb- j 
ed as hardcore, said they just wanted to' 
be out of school even if thrown out. 
Others acted more out of frustrate 
with the schnnl system. 

The laltr group of students, compos- 
ed of those often suspended or given 
detention for troublesome but not ' 
serious acts, is now put on Saturday 
suspension, that is, they must do their 
time on Saturdays, when everyone ehv 
\ la off frnm school. 
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erness*'j 

fgo eat" iepM,irtr ^ — " — — * 
wmm'-M nmrn t 



Bl^lmiuNiii^imrrMilUMtit " A iaie tho atf and ea lp the caff* W ..mm I taj'M «fj» '^jK^ 
P«SscJ»eal returned^ 

M-the wWneet ear* MM Ihfc^gn^U^^WiMHtMcJllWTtfif.. >non wa* aa*hered to a trot *otfre» 
acta* j^^iiTriMn letl ^cnee mm - * etoroity ^ 

- - f lUtMW. i MMT intf ■ | — T II T 



ee odM Mtft MWlMlMIlK rttpttt 
tor their coMverkere. ■ *^ 

Tt»*latl boarded • JfMW KM but 
Ml Journeyed It WW CM Mountain, 
Mew* where they repealled • *>feM 
cJff, mild a iWeot wall a* Ml faur 
feat into each other* arm*. TIM a* 
ttvMee were pari at a werkibop dralgn- 
ed ay Urbea and Suburban Cnvtora* 
Mm lUSCi wicb Uia purpoaoi of lm- 
proveaj eamaHMicjUoo and truat. and 



nrrctaTfuraacr. 



?52C^£S1Z^^ itaff braved the diff aa4~tueeeoarulry 
* adBHMMJ cJUUMnan ana u to the bottom, with an heart at 



ttoffatt 



UML 

Alu* the group bee* te tiibeaV 
CMf, they gathered la ft eirtlt and 
MMvanlad atom the day's adven- 
ture*. "Tha general feeling teamed to 
be that it wee ehnllonring, tUmuUUnf. 
frt|IMMfig a aad rewarding uvmany 
wtyV Maf Ml uW. Vm aUfl via taM 
Mailt wtt the first faculty group In tha, 
stala to participate In Uiia workabop at' 
WIM&I Mountain, . 



Hart group tnai 
tatted, m aw ay m, the auff 
•oodthe *•* and Ml Mmm 
MM Uai araittng mms af Um mjm Tnt 
four-foot watt forced aacn pane* ta 
aoece Ma trust In Ma eoJfteofUta aad in 
am tag «m«w*icauoo ana iruu. ana !TL Ab4 | Uy ^ ^ hira Everyone 
advancing tha aro^^ing u*ita '^•^^^5^ vTSS 
oaauaff. ** io?#wteM confidence In both human? and 

Uaanarrt^thauachaftaoi^ ^fS^^ZSSnT^" 
Ant Ueta af-tnt wilderness whan they JSp^-^viFa"- 

■ho mi that *the ehe*o was- the. - w " »»• "*3 ? ^ ,^ ^ 

■IkrannrUrtittio tt ' '^f hit* dwmh the woods 

L»oKwi^i!uT^ teen etherl bn)iae for.aUl «Wm> ^aVajact. Throughout tha year, tariaui 

'The «/7«Ka»t routi^ *aa a carlo nat paftontManaMlMMjmpantfinadalt groupa compraitd orstudanU« ooUct of- ( 

laaM T^iTJTtn itowtol™ to tha tap with tha hala of othtn fkarTund »uff mamotra wUfwltura ( 

Sm. tSt iialtdavtsad an >nganioua puahlng Mm. Than athan tat ta tha tap u Wild Cat Mountain for almilar on- \ 

plan ta mova tha Wluctani and a no Ml pad tha raat by ^^doj. a parttntca. 4 ^1 

•a^haiant^uaiadi>od.aaofthaiiaff r MMt of tht group waaaWa ta roach tha 



' W^^unudikTM hardatt Jab wa» tha vary A 
tail parson lb |a> aw tht walk Ultra < 
wat na one lafl nataa la puth him, but 
many willing Honda raochad down ta 
halp pull Mm yp. M thauM. ^ . , 

Altar that vtetary, tha grftup wahicd^ 
through tha wooda too greal rock. Tha { 
guidtthtnaakad tha (auchemhnw they* 
would find tha thair tunc hen tfut tht* 
left behind, Mrry In tha htkc Durinp;. 
their dttcuMMn*;tht group mntualry 
cam* up with a theory wmcnkdtoihrir 
lunchoa and hnrdhata, whkh wauM , 
later be uaed far their cliff adventure. 

A ttronuoua hike eventually led to the t 
cliff. After the group cHmhed to the top * 
of the mountain, they wore rewarded 
with the opportunity to ail down and ' 
have hmdt 'Toot and other aaaarted. 
body porta were beginning ta make 
thcmeelvea known at thM point for 
some leia-in-ahape naff member*," ' 
Moftett mid. i 
After lunth. the group faced "the 
mo*i fe.irvime challenge of all," which 
»h*-v forward to with "great 

trt-pidjiHM^ViCcnrtJiflM tn Moffcit. The ' 
^roup was aiA<iJt*r«pprl off thr edge ; 
cf a ti^fnm-clitf. "Ahurniaiiwaaudedta 
iiold ingbttiirJ twdies in lufety aa they 
plunged down the cliff. Two different 
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Executive Summary 



In addition to an incalculable amount of human suffering, there is also a large 
economic cost directly related to the abuse of psychoactive chemicals* Th* most recent 
estimates of this economic burden (for 1977) is an annual cost of $66 billion tor the United 
States. While the primary focus in the evaluation of substance abuse prevention programs 
must be on their af'lity to promote health and well-being, it is also Important to assess 
the economic benefits of such programs* This study examines the economic benefits 
associated with substance abuse prevention programs operating in four New Jersey 
communities. 

The four communities received their training in prevention through the New Jersey 
Statewide Community Organization Program (SCOP). In the SCOP training, a team of 
school and community leaders are trained in prevention and intervention strategies, and 
how to foster positive social climates that encourage personal growth in youth. Such 
social climates encourage youth to select productive, self -satisfying uses of time, rather 
than sell-destructive activities such as substance abuse. The teams also learn group 
problem-solving skills and methods for mobilizing community resources to develop 
prevention activities. Brief descriptions of the activities undertaken by the teams in the 
four communities are included. 

Standard cost benefit methods are used in estimating the monetary benefits of the 
prevention programs* The calculations are made using the local community as the 
recipient of the benefits* Four major types of monetary benefits to the local community 
were identified: (1) increases in school attendance, (2) decreases in school vandalism, (3) 
provision of alternative services for high risk youth, and W increased volunteer services. 
The monetary value of school attendance was assessed according to current expenditures 
for per pupil instruction. Vandalism cost reductions were simply taken from the 
appropriate school budget line items. The fiscal values of alternative services for high 
risk youth were assessed in terms of reduced demand for the more expensive conventional 
services for troubled youth. The fiscal value for increased volunteer services was 
estimated by multiplying the increase in hours of volunteer services by the minimum 
wage. 

Fiscal values were estimated only for the year following the SCOP training. (Data 
were not available for doing multiple year estimates for all of the four programs.) Since 
the affects of the training undoubtedly carry over for additional years, the estimates of 
total fiscal oenefits must be considered very conservative. 

An increase in school attendance was found in one community with an estimated 
value of $23,280. Decreases in school vandalism were found in three communities with an 
estimated total value of $11,000. Increases in volunteer services occurred in three 
communities with an estimated value of $17,7S2. Alternative services fo> *iigh risk youth 
were established in all four communities with an estimated total value of ji70,400. The 
costs of providing training ranged from $<t,000 to $8,000 per team. Denefit/cost ratios 
ranged from a low of 6.9 to 1 to a high of 12.1 to 1. 

This application of standard cost benefit techniques to the four substaice abuse 
prevention programs in New Jersey shows that even the short term fiscal benefits to the 
communities are much greater than the monetary costs of the training* Cost benefit 
analysis cannot be a comprehensive evaluation for a service as complex as substance 
abus* prevention, hut in the four communities studied it clearly indicates that SCOP 
training has been a very productive social investment. 
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Introduction 



Ono does not ordinarily associate substanct abuse prevention programs with 
monetary outcomes. Substance abuse prevention services are properly concerned with 
health and well-being, not in making money. It would be a fundamental distortion of these 
services to consider them primarily from a fiscal perspective. 

At the same time it is clearly inappropriate to ignore fiscal benefits of substance 
abuse prevention programs. The most recent estimate of the economic costs of substance 
abuse in the United States was $63.8 billion for the year 1977 billion for alcohol 

abuse and $16.4 billion for other drug abuse. (Cruze, Harwood, Kristiansen, Collins and 
Jones, 1 981). This included costs of providing treatment for substance abuse itself , 
treatment for related medical disorders, lost productivity and criminal justice system 
costs for drug related crime, among other factors. It did not include the costs of goods 
stolen to support a drug habit. Given the size of the economic cost to society of various 
forms of substance abuse, it is important to examine the fiscal benefits of substance 
abuse prevention programs. 

This study is an exploratory examination of the fiscal benefits of substance abuse 
prevention programs in four communities in the State of New Jersey, The general logic of 
cost-benefit analysis (Mishan, 1976; Thompson, 19*0) was used, including deriving a 
benefit/cost ratio for the activities in each community. 

The communities were not selected on a random basis, but rather from those known 
to have a well functioning prevention program and sufficient data for the study. The/ 
include urban, suburban, and rural areas, but do not necessarily represent all communities 
that have substance abuse prevention programs in New Jersey. A study that would include 
a scientifically representative sample of programs is currently being planned. 

The positive outcomes of prevention programming were assessed in monetary terms 
whenever possible. These monetary benefits were then compared to the fiscal costs of 
the prevention programs. It should be emphasized, however, that this study should not be 
used as a full cost-benefit analysis for comparing these prevention programs to other 
types of programs. First, there were a number of "intangible" benefits, such as changes in 
attitudes and self concept that could not be assigned monetary equivalents. Second, there 
were other benefits of the programs that could have been assigned monetary values, but 
the data for making the necessary estimates were not available. 

Despite these limitations, the fiscal benefits in a single yea/ exceeded the related 
cost of the prevention programs for each of the four communities. 

This report consists of four sections. The first section, describing the general 
prevention approach of Statewide Community Organization Program teams throughout the 
State of New Jersey, is followed by a second section with more specific descriptions of 
the actual programs in the four communities in this study. Third, the methods for 
assigning monetary values for identified benefits of the programs are explained, and 
fourth, these methods are applied to actual data from the four communities. 
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Tht Statewide Community Organization Program 

^ % !l^ h, F !? ,rtl 8° ver " ment « trough the Department of Health, Education and 
. . * rution -* id * •Hon to promott tht prevention of drug abuse among; the 

lift™ y<H i ii?1? r J ? ,ta * rant ' *• Ade, P hi U«*vtnity National Training Institute 
(AUNT1) was established in the northeastern United States. AUNTI served as a training 
program in which teams of school and community leaders learned basic prevention and 
intervention strategies to combat drug use among youth. 

In 1973 1 and 197*, two separate groups of school and community leaders from 
Community One" were trained by the AUNTI program. Neither of these teams remained 
Ft* Fro , m 001 of thMe teim *» however, there emerged a single unified team. The 
activities of this new team produced dramatic results in the school district. These results 
were presented in 1977 to the State of New Jersey and to the United States Senate 
Subcommittee on Alcoholism and Drug Abuse Education. 

In 1979, the New Jersey Office of Prevention of the Division of Narcotic and Drue 
Abuse Control initiated the Statewide Community Organization Program (SCOP). The 

-Ih!1L 0 ? ^ pr .° i ? :t T ? *" d aM, * t teim " of N,w 3«rsey school and community 
leaders in developing and implementing programs for the promotion of positive adjust- 
menu among youth and the tntire community. The State of New Jersey contracted with 
we community One team as exclusive trainers and consultants to SCOP teams. 
Subsequently, numerous teams have received SCOP training and have joined together to 
form a network of prevention programs. There are currently over seventy New Jersey 
communities in the SCOP network. 7 7 

Each SCOP team participates in an intensive three day training workshop, which 
tacludes a combination of didactic and experiential seminar's. School and community 
ZSYiVtZ?.?™^ on . and intervention "rategies. They are trained to foster a positive 
!S^^.iT!^!J^^ , : P"""*' growth 0| Planning and decision making 

HSHfJ pr ^! ,d , t0 equlp *• SC0P tMm " t0 metallize school and community resources 
needed for the development of drug abuse prevention activities. 

Abuse of drugs is assumed to be one of a number of self-defeating, negative 
'ZSZZ?^ • mo . t , lon ^ P* 1 "* scop contends that by presenting the youngster with 
accurate information in a supportive environment, and by fostering positive attitudes 
toward himself and others, the individual is less likely to turn to drugs as the solution to 
distress. An individual would more likely apply his or her knowledge and make an 
intelligent decision to manage life stress without resorting to chemical substances. 

The }^l nt *" d manpower needed to plan and operate programming is a major 

concern. SCOP programs need not cost taxpayers large amounts of money. When funds 
™ d re *?^ c " for P«S«ni operations are needed, 5COP teams are trained to raise funds 
and mobilize untapped resources. Such an attitude maximizes the creativity and enertv 
of staff and students. 1 »»~»7 

The SCOP training does not advocate that the same types of programs and protects 
be conducted in each community that sends teams for training. Rather, each teaiTis 
encoij aged to assess the particular problems in its community and the resources it has to 
solve those problems. Thus, the specific activities carried out by a SCOP Gained Mam 
vary considerably from community to community. The next section will dwrih* «h« 
activities that resulted from the SCOP training in the four SmSSS in L fSo* 
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Pour Exemplary Statewide Community Orianlzation Programs 



Commwiity One . '; ... . , / 

Community Ont is t suburb in northern Ntw Jersey. It is primarily ft middle and 
working class, whitt area* During tht tarly 1970 9 s tha commt «Uty parctivad a problam ot 
high drug list and vandalism ratss among its youth. This tad to tha Initial training. Thro* 
major projacts wara developed from this training. * 

Tha taam established an Outward Bound program In tha community for high school 
agad youth. Tha program involvts survival training in tha wildarnass culminating in a flva 
day wilderness trip. Tha Outward Bound training amphasizas development of saif 
confldtnca and tsamwork as a basis for survival in a wildarnass tatting. Tha expariancas 
in Outward Bound sra sufficiantly chailanging that tha self-confidence and taam work 
skills davalopad in tha program carry over into tha homa community. A final aspect of 
tha Outward Bound program in Community One is that each participant spends four days 
in various forms of community service after returning home. . * . ^ 

Tha Outward Bound program is offered to one hundred and twenty youths per year. 
Half of tha youth selected are "high risk"- youth who have already shown soma 
difficulties In school or with authorities. As a result of their participation In Outward 
Bound, the high risk youth typically improve in school attencsnce and academic standing, 
and reduce involvement with juvenile justice authorities* . - t 

One example of the type of Influence this Outward Bound Program has oh Its 
participants concerns a youth who was drinking very heavily. His parents had triad for 
two years to get him to join Alcoholics Anonymous, but ha had successfully resisted. The 
peer pressure and concern shown by his fellow participants in Outward Bound led this 
youngster to join and find help at AA» 

The second major project instituted by the SCOP team in Community One was the 
Primary Mental Health Program. This program operates in the elementary schools, 
serving children from ki/idergarten through the third graft. The services are provided to 
itudeiits experiencing difficulties in school. They are in alternative to refurrlnc the 
children to a Child Study Team for assistance. Parents from the community are trained 
and supervised by the school psychologist to provide the services in the Primary Mental 
Health Program. Approximately 60 children per year receive services in this program* 

The final project that was instituted by the team in Community One Involves youth 
providing services to tha elderly. Each school day, twenty high school youth spend fifteen 
minutes telephoning senior citizens in the community. The telephone calls provide a 
means of checking for any problems the senior citizens may be having, as well as an 
important means of linking the senior citizens to others in the community, and thus 
avoiding social Isolation. 

1 his third project is an excellent example of that part of the SCOP philosophy that 
focuses on youth providing services to others. Substance abuse and other problems of 
youth are not to be resolved merely by providing services to youth. It Is also important to 
have youth actively provide meaningful service to others. The sense of being needed and 
appreciated Is a powerful antidote to the sense of alienation that increases substance 
abuse among youth. 
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Community Two 

Community Two is located in an inner city neighborhood of a large city in northern 
New Jersey. The neighborhood is not devasted in the sense of certain parts of the South 
Bronx in New York City. It still contains a number of small businesses and good housint 
stock. 9 °- 

The population consists of lower middle class* working class and "working poor 11 
persons as well as persons below the official poverty line. The community is predominant- 
ly Hispanic* with only small numbers of whites and blacks. 

Two teams from Community Two received jCOP training In the fall of 1980. The 
strategy adopted by these teams was to organize community membecs to develop services 
and activities from within the community, rather than importing them from the outside. 
The predominantly Hispanic nature of the community was a major aspect of this strategy. 
The Hispanic culture provides certain strengths that can be drawn upon, and also creates 
special needs in terms of relating to the larger English based culture 

One of the strong themes in Hispanic culture is concern for the children. This can 
be aeen in the fact that approximately eight hundred parents come to the local 
elemer'.ary school each day to "present their child tv the teacher." The SCOP teams have 
utilized this concern as a way of integrating the parents with the English based 
bureaucracy of the school. One of the team members meets monthly with groups of 
parents. He serves as a communication channel between the parents and the school. 
Because of his efforts, the parents have acquired a better understanding of how the school 
functions as a formal organization and how they may obtain their objectives by working 
within the system. An example of this was a parent who was able to place a son into the 
local university-based high school. 

Parents are also actively contributing to the day to day operation of the school. An 
average of seven parents per day volunteer two and one-half hours of time in the school. 
They perform a variety of tasks: from operating mimeograph machines to supervising 
homework centers to working in special classes. 

The academic program of the school has also been strengthened. Senior citizens 
have been recruited to provide tutoring four hours per week to twenty-five students, with 
special emphasis on tutoring in English. The school has also instituted a "gifted and 
talented" section for selected students that is taught in Spanish. 

Another major emphasis of the SCOP team at the elementary school has been after 
school recreation for the students. The lack of recreational opportunities has been a long 
term problem for the community and was one of the perceived reasons for the 
involvement of youth in substance abuse. As a result of SCOP team efforts, programs 
were instituted in baseball, basketball and swimming. Local businesses and community 
organizations such as the Hispanic Association and the YMCA have supported these 
recreational programs through donations of their faculties and monies, Community 
members also donated their time to serve as coaches for the various teams. Funds are 
provided to cover the costs of participating students who cannot afford the fees or 
equipment involved. Special efforts are made to involve students having behavior 
problems in school. Teachers have reported improvement in student behavior as a result 
of student participation in the recreational programs. 

Efforts have also been organized to improve the physical aspects of the school and 
the neighborhood. "Project Paint" was organized to paint over the graffiti that had been 
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spray td on the school walls. Community membtrs repainted the school walls, rnd ntw 
graffiti has not appeared on them. The lack of new graffiti can be seen as a result of Jtm 
increased community pride in the Community Two school. Another aspect of the 
improvement in the physical part of the neighborhood was the formation of a committee 
to get the city government to raze two dilapidated buildings near the school. The 
dilapidated buildings were dearly fire hazards as well as detractions from the physical 
appearance of the neighborhood. 

An additional part of the SCOP teams 1 efforts at the Community Two school has 
been to have a local community center "adopt" the school. The community center upened 
and continues to make available all of its facilities to the school. A major program that 
has been started is a series of adult education courses that are offered in the evenings at 
the center. English as a second language is one of the more popular courses offered. 

Community Two is certainly not affluent by any monetary standard. The neighbor- 
hood has the usual problems associated with low income levels. Despite these probems, 
the neighborhood has a rich reservoir of community spirit. The SCOP teams have 
successfully articulated this community spirit and channeled it into a great variety of 
activities and services. 



Community Three 

Community Three is predominantly white* middle class and is located in east-central 
New Jersey. Fourteen percent of the approximately 3C,000 population is black, and' 
welfare recipients as well as the very affluent live In the area. Almost 20 percent oi {he 
population is of school age. 

The SCOP team was trained in Community Three in December, 1980. The team 
includes two school administrators, two law enforcement officers and two community 
officials. This team has affected their school and community through developing several 
significant programs. Student involvement in school and community activities has grown. 
Changes in student participation are reflected in various school, crime and community 
indices. Four of the major programs implemented by this SCOP team are described 
below. 

The Student Leadership Training Weekend is an annual program run over the Labor 
Day weekend. The first weekend run in 1981 included 43 students, 6 teachers and the 6 
SCOP team members. The goal of the weekend was to develop a sense of common 
purpose among the students, and to combat a general lack of school spirit. The thrust of 
the weekend activities wi»* team work and peer leadership. This was accomplished 
through team games and sports encounters that required trust* creativity and cooperation 
among students and staff. Funding for this program was 'aised through community 
contributions and donations. 

The Contract System for Juvenile Delinquents Program was developed to decrease 
vandalism in the schools and teach delinquents a sense of justice and community 
responsibility. This program was implemented in 1°41 with the full cooperation of the 
local police department and criminal justice system. The program is seen as an 
alternative to family court for selected local juvenile delinquents arrested for crimes 
committed against property. The focus of the program is to offer the young offender a 
contract to render services to the community in lieu of criminal prosecution. It is hoped 
that instead of making the delinquent more angry and bitter towards authorities, a sense 
of community pride and responsibility may be fostered. 
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The Beware Of A Stringer Program was developed to decrease the incidence of 
harm, injury and abduction of young children in the community. The' target population is 
chUdren in grades K through 2. The police department, in cooperation with the schools, 
developed film and slide presentations teaching the children about safety and prevention 
of potential problems. 

The SCOP team is currently working on a film series program to address the 
problem of community apathy and lack of participation. The goal of thh program is to 
mobilize families and community to enrich the Uves of their children and the life of the 
community. 

Comimmity Four 

Community Four is a small rural community located in southern New Jersey. It is 
predominantly white, with lower to middle income families. The SCOP team was trained 
in October, 1980. The team includes one school administrator, two law enforcement 
of fleers, and two community leaders. The primary focus of the team's work has been with 
school chUdren in graces K through S. The Primary Prevention Program was designed to 
meet the special need i of high risk chUdren. 5 

. ™* Primary Prevention Program was developed to identify and provide services to 
disciplinary problem chUdren. These oildren would have ordinarily been referred to a 
Chdd l Study Team. The program was funded through a Federal grant awarded to the team 
u mi. Teachers in grades K through 3 were taught to identify troubled chUdren and 
refer them to the program's special services, which are provided by trained parents from 
the community. Only severely disruptive, disturbed chUdren are now referred to the Child 
Study Team. The Primary Prevention Program has a capacity of 30 chUdren. Since the 
inception of the program, referrals to the Child Study Team have dipped. School 
administrators and professionals on the Child Study Team have been able to Rive fuller 
attention to their other functions and responsibilities. 

Future SCOP team programs include a survey of the drug and alcohol abuse problem 
in the school and community and implementation of programs to prevent drug abuse 
among aU youth groups within the community. 



Assessing Fiscal Benefits of Substance Abuse Prevention Programs 

Assessing the economic benefits of substance abuse prevention programs would seem 
to be relatively simple. The economic costs of drug abuse (including alcohoUsm) have 
been reasonably well estimated (Cruze et al, 1981). They involve lost employment, 
treatment, increased medical problems, and increased criminal justice costs among other 
factors. That prevention programs can successfully increase knowledge about drugs, 
change attitudes toward drug use, and actually reduce drug usage among persons who have 
started to ur.» drugs is well documented (see Schaps, DiBartolo, Palley and Churgin, 1978). 

Given our current state of knowledge, however, it is not possible to estimate the 
number of persons who did not oecome substance abusers as a result of participating in a 
prevention program. The research needed to estimate this number of persons has not been 
conducted for both practical and theoretical reasons. The length of time one can be "at 
risk of becoming a substance abuser is very long. Generally, a person can be considered 
at-risk of becoming a suostance abuser up through age twenty -five (Kandel, 1978). If a 
penon has not used drugs regularly before twenty-five, he or she is unlikely to become a 
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substance abuser. (The period during which one is at risk of becoming an alcoholic is not 
as clearly defined as for illicit drugs, but is is undoubtedly longer than up to age twenty- 
five.) Because most people who participate in prevention programs do so in their early 
adolescence, a study that would follow a group of participants to determine how many 
became substance abusers would necessarily be a very long and expensive study. 

Even il the needed data were to be collected, there would still be great difficulties 
in interpreting it. There are many factors in addition to drug prevention programs that 
influence whether or not a person becomes a substance abuser. There are also many 
factors that probably serve to either increase or decrease the effects of a prevention 
program upon an individual. . Trying to sort out these numerous causes and interactions 
would be an exceedingly difficult theoretical task at best. 

While it is not currently possible to estimate the numbers of persons who do not 
become substance abusers as a direct result of prevention programs, it is possible to 
assess the monetary values of other outcomes of prevention programs. During the 
relatively long time period during which one becomes a substance abuser, the person 
typically experiences other difficulties in life. These may include problems relating to 
peers and parents, problems in school, troubles vith legal authorities, lack of constructive 
uses for leisure time, and a general sense of alienation from the community. Often 
chemicals will be used as an attempt to cope with some of these problems. Such attempts 
are very rarely successful, and while they may make the person feel better in the short 
run, they usually will increase the problems over time. Thus, a vicious cycle can occur in 
which drugs are used in an attempt to cope with other problems, serving to make the 
problems worse, and leading to additional drug use. 

Drug abuse prevention programs often focus on reducing these antecedent problems 
as a long range means of reducing substance abuse. It is often possible to assess the 
"monetary value 11 of these problems rather directly in terms of what the community is 
willing to spend to resolve them. This is the major way in which it is currently possible to 
assess the economic benefits of drug prevention programming. 

Before considering specific details of assessing economic value, it is important to 
ask, "Economic value to whom?" There are three different levels of analyses (Rossi, 
Freeman and Wright, 1979). The first is that of the individual - what are the economic 
gains and costs to the individual person who may participate in the program? The second 
level is that of the organization conducting the program - what will be Its economic gains 
and costs? The final level is that of the society as a whole. At this level, economic 
benefits and costs are analyzed in terms of how a particular program will effect the gross 
national product, the sum of all goods and services produced within a society. The 
economic costs of substance abuse And alcoholism that were mentioned earlier (Cruze et 
al, 1981) were calculated from this societal level. If it were possible to estimate the 
number of persons who were prevented from becoming substance abusers through 
prevention programs, it would be appropriate to use the societal perspective also. 

For this study we have used the organizational level of assessing economic benefits. 
Thus, the benefits are assessed in terms of the specific organizations that conduct the 
programs. In this case, it is the different communities that participate in the SCOP 
training and then mount prevention activities that utilize their training* The actual costs 
of the SCOP training are incurred by a different organization, the New Jersey State 
government. In order to "transfer 1 * this cost to the organization that is receiving the 
benefits, it is necessary to consider the case where the State government offered the 
local communities the choice between the SCOP training or a cash payment equivalent to 
the cost of the training. The essence of this benefit/cost analysis can be phrased as "What 
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are the fiscal benefits of SCOP training to the local community compared to the 'forgone 
opportunity 1 of refusing a cash grant equivalent to tiv» cost of the training?" 

Pour different types of economic benefits from SCOP training are assessed for each 
of the communities in this study: increased school attendance, reduced school vandalism, 
reduced demand on other youth services, and increased volunteer ism. 

Truancy from school is clearly a contributing factor in substance abuse, and 
attending school clearly has a positive economic value for persons in our society. The 
exact size of this positive economic value is a matter of some debate, depending how 
much of future earning differences are attributed to education. For the purposes of this 
study, the economic valu* of a day in school was measured in terms of what the local 
school district is spending to provide education. The value of a day at school for one 
student is simply calculated by dividing the school budget for a given year by the number 
of students enrolled, and then by Che number of days in the school year. This method 
produces a smaller economic value than using future earnings, but it is more easily related 
to immediate community expenditure?. 

Reduced school vandalism is by far the easiest value to assess. Almost all schools 
have vandalism repairs as an item in their budgets, and the economic value can be 
assessed by the reductions in those budgeted vandalism costs. 

The assessment of reduced demand for other youth services is relatively straight* 
forward. Society provides a number of interventions that are intended to alleviate 
problems among youth. These include juvenile court systems and, within the New Jersey 
schools, "Child Study Teams.' 1 The Child Studx Team is typically composed of school 
administrators, school psychologists, medical personnel, social workers and learning 
disability specialists. The teau works with students who are experiencing difficulties in 
school. The cost of providing these services to youth can be calculated from the salaries 
of the personnel composing the team and the percentage of their time that is devoted to 
the Child Study Team. To the extent that demand is reduced for such youth services as 
Child Study Teams, drug prevention activities can provide fiscal benefits to the 
community. (The fiscal benefits are realized through the personnel on the Child Study 
Team finding other productive use of their time.) 

Increased volunteer services in a community is an indication of greater community 
cohesion. Such cohesion is associated with low rates of substance abuse. This, of course, 
is in addition to the direct benefits of the volunteer services. Assessing the monetary 
value of volunteer services usually done through estimating what it would cost to hire 
people to perform the ' me >rk. It is not possible to do this for the wide range of 
volunteer services as- »cia:ed ■•!•* SCOP trained teams. Instead we will use the 
minimum wage of $3.«»* per lour. This produces a very conservative estimate of the 
economic value of the voiu. .eer services. 



The economic impact of the programs imolemented by each of the four SCOP teams 
was assessed in live different areas: 0) average annual school attendance, (2) vandalism 
towards school property, (3) services to M special children," M services available through 
volunteer ism, and (3) miscellaneous services. Estimations of all fiscal savings to the local 
community attributed to each SCOP team are used to compute a benefit/cost ratio for 
each SCO? team. 



Results 
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Community One 

• Attendance Attendance did not change In tht Community On* schools as a rasult 
1 1 SCOP toam activities. Tha taams wtrt trainod in 1973 and 197*. The aw age 
annual attendance ratas during tha yaars prior to and altar SCOP taam training 
ramainad about tha same, varying around tha 92% mark for tha school district. 

• Vandalism. Vandalism in tha school district did drop significantly aftar tha SCOP 
training. Vandalism had baan rising in tha yaars prior to tha SCOP taam training, 
reaching $15,000 in tha year immediately preceding tha training. Vandalism coats 
fail to $1,000 in the year after the training, and have bean slowly rising since. They 
have not yet reached the pre-training levels. Given the pattern of this data, we 
would attribute the $7,000 reduction in vandalism costs in 1973-7* to tha impact of 
tha SCOP team's efforts. 

a High Risk Youth Services. The Primary Mental Health Program was tha major 
alternative service program instituted in Community One as a result of the training. 
This program serves youth having difficulties within the school system and is an 
alternative to sending the child to the Child Study Team for services. The coat par 
child serviced in the Primary Mental Heath Program was $31 1, while the coat per 
child served by the Child Study Taam was $3,162, a difference of $24**. Tha major 
factor in this cost difference is the salaries of trained parents working in the 
Primary Mental Health Program ($3.30 per hour) and tha salaries of tha members of 
the Child Study Team, which are typically over $30,000 per year. Assuming that 30 
of the 60 children who received assistance from the Primary Mental Health Program 
during the first year of operation would have otherwise received services from tha 
Child Study Team, a total Lscal benefit of $13,320 was achieved* 

e Volunteer Services. High school students in Community One performed volunteer 
service in a SCOP team program sat up to telephone senior citizens. Students would 
contact senior citizens to provide them with social contact, detect protloms of tha 
senior citizens, and lend assistance. Twenty youth spent an average of 13 minutes 
per day in this activity, before the start of each of the ISO school days. Valuing 
student labor at the minimum wage of $3.03 gives a total of $17.23 per day of 
volunteered labor, or over the school year, a total of $3,103. 

a Miscellaneous. The Outward Bound Program is an annual leadership training 
program that costs the SCOP team an estimated $t,700. Benefits from tha 
program, such as improved self esteem, improved facility-student relationships and 
more effective student leaders, cannot easily be valued in terms of dollars. 
However, after the leadership training weekend, each of the 120 participants of the 
program volunteered 24 hours of their time to community service. If these students 
were paid at the minimum wage of $3.03, the total salary costs for these services 
would amount to $9,936. Thus the donated services of the students of the Outward 
Bound program exceed* the monetary cost to operate the program by $1,136. 

a Total Benefits. The dollar savings to tha school attributable to the efforts of the 
SCOP team thus totals $96,661. This financial benefit was accrued over the first 
full year of operation of the SCOP team in 1973-70. Financial benefits attributable 
to the operation of SCOP team programs in subsequent yean are not Included, 
though they most assuredly would be substantial. The total cost of training was 
$8,000. (Two teams were trained, they then coalesced into a single team.) The 
benefit/cost ratio for the Community One team is thus 12.1 to 1. This is a measure 
of the return received for investing money in the training of these SCOP teams. For 
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every dollar spent training the Community One teams in 1973-70, $12.10 was 
generated in savings or services within the community. 

Community Two 

# Attendance. The average annual attendance at the Community Two elementary 
school has slowly and steadily improved over the last five school years, from 86.9% 
in 1977-78 to 92.1% in 1981-82. For the four years prior to SCOP training, the 
increase in attendance was between .8% and 1% per year. 

The SCOP teams were trained in the fall of 1980, and began implementing their 
programs that school year. The first year of full operation was the school year of 
1981-82, Attendance increased by 2.3% in 1981-82, more than twice the increase in 
any of the preceding four years. It thus seems reasonable to attribute part of the 
attendance increase in 1981-82 to the activities of the SCOP teams. We would 
attribute 1.3% of the 2.3% increase in 1981-82 to the activities of the SCOP team. 
This is tr - difference between the actual increase of 2.3% and the highest increase 
far any of the previous four years. 

An increase of 1.3% in attendance, applied to the average enrollment of 1142 
students in Community Two elementary school, produces an increase of 17.13 child- 
years of attendance. The cost of educating one child at the school for one year was 
$1,339. Multiplying the increase in child-years attended by cost of educating one 
child for one year produced a total of $23,280. This is the amount ol money "saved 11 
by the SCOP team through increased attendance. This money would have otherwise 
been spent without children receiving the benefits of instruction. 



Vandalism. With the implementation of the student school painting project, school 
wall graffiti and other forms of vandalism decreased. Estimating from the previous 
year's vandalism costs, the project prevented $2,300 worth of vandalism. 

High Risk Youth Services. The Senior Citizens Tutorial Program served the needs of 
"special" children requiring further academic assistance. Twenty-five senior citi- 
zens tutored children one-to-one, four hours per week over the 36 week school year. 
These senior citizens were volunteers and not paid for their services* If these 
citizens were to be paid at the minimum hourly wage of $3.03, the total tutorial 
program would have cost $12,020 in salaries. Since the tutorial services were 
donated, these costs were saved. 

Volunteer Services. The Mother Aide Program included 7 mother volunteers who 
worked 2Yi hours per day (180 days per school year). If these mothers were to be 
paid at the nv* : mum hourly wage of $3.03, the Mother Aide Program would cost 
$10,867.30 in salaries. Since this is a donated service made available through the 
SCOP team efforts, these costs are saved. 

Organized sport programs were supervised and operated by volunteer coaches. 
Throughout the school year, 10 coaches offers 3 hours each week for 20 weeks to 
work with school children. If these coaches were to be paid at the minimum hourly 
wage of $3.05, the recreational programs would cost $2,080 in salaries. Since vhese 
services are donated, these costs are saved. 

Miscellaneous. The existence of dilapidated buildings adjacent to the school building 
presented a fire hazard and a place for drug trafficking. The SCOP team project to 
have the government raze the vacant old buildings near the school saved the school 
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an estimated $4,000 that would htve been required to ran Jhe buildings had the % 
community done it on its own, 

• • . ■ - \ 

» Total Benefits. The- dollar savings to the school attributable to the efforts of the 
SCOP team thus totals $33,332. The cost ol training the two teams was $1,000. 
The benefit/cost ratio for Community Two, is thus 6.9 to 1. For every dollar spent 
.training ;he Community Two SCOP teams, they generated $6,90 in savings or. 
services for their community* ' .. H \ f *. • '» w. 

Commoiity Three Y.V. • ' .?\\';. t : • ^ v.V'-> '"i'i 1 

. : V. : c/ >;:-' ;r \ / ; . • " v-V « i"':" 

e Attendance. Comparison of the average annual attendance in the Community Three 
school district between the school year prior to the SCOP training (1980-41) and the . 
school year immediately after the training (1981-42) showed a slight decrease in 
attendance, from 93% to 92.3%. School officials attribute this drop in attendance 
to the reorganization of the high school and junior high school during the 1981-82 
school year. Effects of the SCOP team training were thus confounded with the 
impact of the school district reorganization/and the potential impact of SCOP 
activities upon improving attendance cannot be easily assessed* No improvements in 

attendance can be attributed to SCOP activities. .- . »• 

, - • • . .».♦,.••*»•••'.• • i, ' \ * 

e Vandalism. Malicious vandalism costs decreased from $3,300 in 1980-81 to $4,000 iir 
1981-82. This savings of $1,300 is assumed to be the result of activities of the 

SCOP team. • . • "■ • : -' ■■• "'"--.i 

» • 
e High Risk Youth Services. The Contract System For Juvenile Delinquents is an 
alternative program to family court for certain juveniles involved in the law for 
their first time, and who allegedly perpetrated a crime against property. Costs to 
local police and the family court to process one juvenile, based on average hourly 
wages of a Community Three police officer and the estimated costs of processing a 
juvenile case through the Family Court System, are estimated to be $971. In 
contrast, the cost to the local police to process a juvenile through the Contract 
System is estimated to be $17.00. The difference in costs Is $93%. In the first year 
of this program's existence, 40 juveniles were placed on contracts. Assuming that 
30 of these 40 youth would have otherwise been processed through the court system 
gives a savings of $28,620 due to the Contract System. In addition, juveniles In the 
Contract System are required to donate an average of 10 hours of their time to 
community service. If these 40 juveniles were to be paid for their work at the 
minimum wage of $3.W, their community service would be worth $1,380. Thus the 
total benefit from this program is estimated at $30,000. 

e Volunteer Services. The Student Leadership Training Weekend is a leadership 
training program that is operated on an annual basis. The first training weekend was 
held in 1981 and was fully sponsored by donations. Along with 48 students, t 
teachers and the 6 SCOP team members attended the training weekend. An 
estimated minimum of 384 hours of volunteer time was needed for organizing and 
carrying out this training weekend. Assessing the financial donation of volunteer 
time at the minimum wage of $3.43 would give an estimate of approximately $1,323. 

e Miscellaneous. Insufficient data was available to assess the financial impact of the 
Beware Of A Stranger Program. 
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• Total Benefits. The total dollar savings to school community attributable to tha 
afiorts of tha SCOP team of Community Three in the IJSM2 school year is 
$3S,I25. The cost of training the team is $4,000, The benefit/cost ratio for this 
SCOP team is 8.2 to 1. This means that for every dollar spent in training this SCOP 
team, the team generated savings or services to the community worth $S.20. 

- ."• /\ , 

Community Pour ' 

e Attendance and Vandalism. Virtually no changes were observed in attendance and 
vandalism costs between the school year prior to SCOP team training (1910-81) and 
the school year after training (1981-82). The attendance was already very high, 93% 
end the vandalism costs very low, $600. 

e High Risk Youth Services. The Primary Prevention Program in Community Four is 
fashioned after the Primary Mental Health Program of Community One. Costs, and 
financial savings accrued by this alternative program to the Child Study Team are 
similar. The Primary Prevention Program similarly served 30 children in its first 
year of operation. Assuming that half of these children would have otherwise been 
served by the Child Study Team gives an estimate of fiscal savings to the school 
district of $42,660. 

a Volunteer and Miscellaneous Services. None exist at this time. 

e Total Benefits. The fiscal savings to Community Pour attributable to the efforts of 
the SCOP team totals $42,660. Cost of training was $4,000. The cost-benefit ratio 
for the Community Four team is thus 10.7 to 1. This means that for every dollar 
spent in training this SCOP team, the team generated savings or services worth 
$10.70 to the community. 



Discussion 

At this point it is worth repeating that this is an exploratory study applying cost 
benefit analysis to substance abuse prevention programs in New Jersey. The purpose of 
the study was to provide a first order estimate of the fiscal benefits that could reasonably 
be attributed to SCOP teams in four communities. The communities were selected as 
having well functioning SCOP teams, and are not necessarily representative of all SCOP 
teams in the State. 

tt should also be added that the study was not done to compare the different SCOP 
teams in the different communities. A comparison of prevention activities should include 
much more than the fiscal benefits of the teams 1 efforts. 

Table 1. presents a summary of the fiscal benefits for the four SCOP teams 
examined in this study. The fiscal benefits were calculated for the first year after the 
SCOP training and thus are dearly very conservative estimates. Certainly the volunteer 
activities and programs like the Community One Primary Mental Health Program can be 
expected to continue and provide benefits for many years. !' one assumed tne effects of 
the bCOP training to last four years, tne estimates of the fiscal benefits would be 
multiplied by a factor of 3.5. (A discount rate of 10% is used in this calculation. See 
Mishan, 1978 , pp. 176-81, for a discussion of using discount rates to obtain the present 
value of benefits occurring in the future.) 
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Of the various types of fiscal benefits examined in this study, an increase in school 
attendance was found in one of the four communities Attendance was already high in the 
other three communities (well over 90% in each) and It appears that SCOP training does 
not lead to improvements where school attendance is already quite high* In the 
community where the training does appear tr> have increased as a result of the SCOP 
training, however, the fiscal benefit is substantial. Given the expense involved in 
providing public education, even small improvements in attendance are fiscally important; 

Reductions in vandalism costs occurred in three of the four communities. Vandalism 
costs were already quite low in the other community, where the team efforts were 
centered on an elementary school. Reductions in vandalism costs typically occurred in 
high schools and/or where such costs were high* The reductions did not involve large 
amounts of money, but were still significant compared to the $*,0u0 cost for training one 
SCOP team. 

Volunteer services were established in three of the four communities. The fiscal 
benefits ol these services were established in three of the four communities. The fiscal 
benefits of these services were estimated using the minimum wage of $3.t5 per hour* 
Even using thh conservative estimate of the value of the volunteer services, their fiscal 
value was considerable in comparison with the costs of the training* 

Alternative services for high risk youth were established as a result of SCOP 
training in all four communities. The sis* of these estimated fiscal benefits is directly 
linked to the relet* sly high costs of the pre-existing services - Child Study Teams and 
Family Courts. An important area of uncertainty in estimating u» fiscal benefits of the 
SCOP teams is in the assumptions regarding how many of the youth who received the 
alternative services would have otherwise received the more traditional services. The 
assumptions used here were based on discussions with the SCOP team personnel and were 
meant to be conservative. 



Conclusion • • . 

Fiscal benefits are not commonly associated with substance abuse prevention 
programming. The present study was undertaken to examine fiscal benefits of Statewide 
Community Organization Program training. The fiscal benefits were estimated from the 
perspective of the participating school community. Substantial fiscal benefits were found 
in all four types considered} improved school attendance, reduced vandalism, volunteer 
services* and alternative services for youth. Even when the estimation of benefits %c< 
limited to only one year after training, the fiscal benefits were many times greater than 
the costs of training. 
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□ascriptions of tt» programs and activitias of tha SCOP taunt in tha dUfarant 
XT!"??' **• obt * in,d from int«vlawa with taam mambara and from documantation 
fUad by tha taams with tha Naw Janay Oaparttnant of Health. 

Estlmatat of tha coats of providing strvlcas for a child throtMh tha Child Study 
Taam and through tha Primary Mantal Haalth Program wara providad by tha Assistant 
Suparintandsnt of tha school district in Community Ono. Thay wara basad on tha salvias 
of parsonnal in tha Child Study Taam and in tha Program, and on tha numbar of chUdran 
sarvad par yaar. Sinca tha Primary Pravantion Program in Community Pour was basad on 
tht Primary Mantal Haalth Program in Community Ona, tha sama coat astimatas wara- 

UMfl. 



It was not possible to obtain direct data for estimating tho court processing costs 
^iH^^K^S UiC ?!iS nt ?? of Ox^nct System for Juvenile Delinquents. An 



2!^^ of *?22 obtained for average court com par arrest in Naw YoricStat* (Stata 
Plan Update, 1912, Naw York Suta Division of Subitanca AbuM Sarvicaa). Tha additional 
571 par youth was basad on police ttma par for attending av«rt and waa furnishad by tha 
youth offlcar in tha Community Thraa poUca department. / , 

u Coatt o< training for SCOP taams wara furnishad by tha Naw Jersey Dapartmant of 
Haaltht ^induded emu for trainars and Dapartmant of Haalth staff mambars who 
ovarsaa SCOP training. 

Statement or Walter J. McCarroll 

My name is Walter J. McCarroll and I am an assistant commissioner for educa- 
tion in the New Jersey Department of Education. Prior to assuming my present po- 
sition in June of 1983, I served as superintendent of schools in two New Jersey 
school districts for a period of 16 years. During my career as a public school admin- 
istrator, both at the local level and now in the State department of education, I 
have been actively involved in the development and implementation of substance 
abuse prevention programs for young people. On the basis of this experience, I am 
convinced that the most effective drug and alcohol abuse programs are those that 
involve the total community in their development and implementation. 

The problems attendant to young people in a community are not just school prob- 
lems. They are a community problem in which the schools must play a mqjor roie. 
In my view, the development of effective education prevention programs requires 
the acknowledgement, the interest and the commitment of the total community. If 
we are to make a difference in resolving this problem, we must establish programs 
that marshal the resources of all of those in the community who contribute to a 
plan to resolve the problem. This collective effort, the very basis of the SCOP pro* 
gram in New Jersey, involves the schools, law enforcement officials, municipal offi- 
cials, churches, parent* and students. 

On a larger scale, this same collaborative effort must prevail between the State 
and local level and among appropriate departments at the State level. In this vein, I 
would like to explain the cooperative effort* that presently exist between the New 
Jersey Department of Education and the New Jersey Department of Health. 

The New Jersey Department of Education and the New Jersey Department of 
Health are engaged in a cooperative effort to provide assistance to school districts 
that wish to implement services which address the problem of student drug and al- 
cohol use. The current level of cooperation has grown out of a long shareo concern 
regarding substance abuse in the public schools. For a number of years, agreements 
between the two departments have resulted in a series of cooperative efforts: New 
Jersey Alcohol Education Network (1978 -80): State task force on drug and alcohol in 
schools (1979); New Jersey smoking and health project (1979-80); Statewide Commu- 
nity Organization Program (1978-83); joint committee on drug and alcohol education 
guidelines (1981); survey of drug and alcohol use among New Jersey public high 
school students (1981); and Statewide Inservice on School Substance Abuse Pro- 
grams (1981-83). 

In the current fiscal year, a similar interdepartmental agreement is in effect 
which provides the basis for assistance now being provided to school district*. The 
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intent of the agreement wu further emphasized when, in September 1983, commie* 
eioner of education, Saui Cooperman, included a eubetance abuee initiative among 
hie priorities fok the department of education. Aa a reeult, etafT within the depart- 
ment were aligned to the taak of providing information reeourcee and training de- 
signed to assist echool districts in the establishment of program! for the prevention 
or student drug and alcohol uee. To thia end, a planning taak force with membership 
consisting of assistant commissioners and staff from ooth the Department of Educa- 
tion and the Department of Health was convened in October 1988. The discussions 
held by the task force resulted in the articulation of strategies for assisting districts 
aa well as the strengthening of the departments 1 resolve to take effective action on 
the iseue. Responsibility for planning and implementation of the strategies identi- 
fied by the task force was then assigned to an interdepartmental project team. 
Within the Department of Education, the team drew upon staff from both the re- 
gional curriculum services unite and the division of general academic education. 
The department of health was represented by etaff from both the division of narcot- 
ics and the division on alcoholism. 

In March 1984, Commissioner Cooperman again reiterated the Department's in- 
tention to deal with etudent su'. stance abuse when he and Governor Thomas Keen 
announced the urban initiative. Among the nine nutfor issuee to be addreesed in 
urban school districts is included "the eetabliahment and continuation of programs 
for the prevention and treatment of drug and alcohol use." 

The activitiea included in the preeent interdepartmental effort are: 

1. DISK RSrSRSNCS MANUAL ON STUDENT DRUG AND ALCOHOL USE: A COMPREHENSIVE 
PLANNING OU1DR FOR SCHOOL ADMINISTRATORS 

This document will be distributed to chief echool administrators and building 
principals in September 1984. It offers both a planning process and the reeourcee 
needed for developing and implementing effective services. It also provides the 
framework for the training, technical assistance and consultative services provided 
to districts by both the Department of Education and the Department of Health. A 
directory of various local, county and regional agencies that provide assistance to 
schools or direct services to students is also included. 

2. PROGRAM MODELS FOR THE PREVENTION, INTERVENTION AND TREATMENT OP STUDENT 

SUBSTANCE ABUSE 

Designed as a companion piece to the desk reference manual, this doucument de 
scribes a number of programs from throughout New Jersey and the Nation that can 
serve as models for districts. The programs, organized on the basis of whether they 
are prevention, intervention or treatment oriented, are described in detail. Names, 
addresses and phone numbers of contact persons are also provided. The programs 
included in this publication were selected by a panel consisting of staff from the De- 
partment of Education and the Department of Health. 



These sessions are designed to assist districts which have acknowledged the need 
to institute substance abuse services. The content of the sessions is directed toward 
administrative and supervising staff. Specifically, the sessions have Ave objectives: 

To assist the district's leadership team in better defining the substance abuse 
problem they wish to confront; 

To assist the district in the initial conceptualization of a plan appropriate for 
their district; 

To familiarize the district with the information and training resources that are 
available through the Department of Education, the Department of Health, and var- 
ious country and local agencies; 

To identify a limited number of districts which will make a commitment to pro- 
gram development during the 1984-86 school year by participating in a pilot imple- 
mentation probject (described below); and 

To enable the Departments of Health and Education to gain a better understand- 
ing of districts* perceptions of the problem and obstacles to the implementation of 
substance abuse services. 

The first round of regional fourms was held in May 1984, at the three regional 
curriculum services units. A second round is planned for October, 1984. 



3. REGIONAL SUBSTANCE ABUSE PLANNING FORUMS 
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4 Him IMW.KMBNTATION PROJECTS 

of rSLsSSTT!^ collaborative effort between the Department 

2r9£ ? JF" ^ number of Khooi d » tricto for the purpose of developing 
D S^ln U tK , S "i™"* lfr trict ? undertaking pilotimplementatioS 

SSvSS from ?hi St^rtmiS 1 "* r^'vejareeted training an/ information 
;ii ^ ? Dep ? rt "?!, nt °J Education and Health. The assistance provided dis- 
be of a prolonged and intensive nature consisting of the training ofleaE 
23 1 tfLfif"^*"™^' D,an " m « a««stance, evaluation assistance, consultative services. 
n-Ln „Un- n ? 10 ? ut «'de . resources. Districts will develop implementation and evat 
SfVk? p, » n V° the, . r W m development efforts. The department will assist 
ftLifcL?ft ,eCtton and an ,W° f fvsluative data. Districts that are shown to beVf- 

5. 8TATBWIDR INBBRVICB ON SCHOOL SUBSTANCE ABUSE 

»« T « h ri U, ^ ide ,n8er vice Program is a continuation of activities initiated in 1981 
dL?^ n in.Tn^" 16 ^ ^""v" th . e Departments of Health and Education. It is 
riffjSL » ^crease awareness of school substance abuse related issues and to pro- 
vide short term training to shcool personnel regarding substance abuse services to 

EES ^ 10 £ la ^ e number ^ f di-tricU la?h yeiTadl^ the 
implementation of substance abuse strategies in schools throughout the State. 

CONCLUSION 

-J he „ ta8k ° f Drovidin K effective programs for the prevention of substance abuse 
among our young people is among the most complex and challenging problems that 

XLZ ^ l l ty ^ Pr0g L an H to addr ?" thls P roblem «"«tbi Sreativ™ Well 
planned and properly financed. However, the single most important ingredient that 

- ♦£ < ^ ry f ?f th ! development of effective substance abuse prevention programs 
uJz J 001 ? Iw 1 ?" b8twBB » and amonR all of those at the local and State level who 
nave a contribution to make. 

nil! 18 * j nV0, i. emen L? f the federal Government is a necessary part of the overall 
i?. C ? mbat " ub8t<,nc e abuse It is my view that the Federal Government must 
continue to express an interest in the development and implementation of effective 
SS «lST P^'ention programs, provide leadership in coordinating the efforts 
of the States in these projects, and establish financial support, particularly in the 
area of research, for prevention programs. ' 

importen^subject PrOViding mB W ' th *° 0 PP° rtunit y to express may view in this most 

Appendix A-Fiscal Year 1983 Subcontracts Recommended for Funding by 

Contractors 

Contractor: Midwest Region; BRASS Foundation (300-79-0626) Chicago. Illinois. 



SdWiMrel CwUcI w coorSnitw Iktsi/mS Sudftt 

1 ft awlo E< 5 C,,i0n ' " 8 M ■ US * Sl - Urt»n: 1HS; 3 1HS $13,721 

2 kf^D S ** P0 - 1(0 **■» (oonUc, > Ml NomirbM: 1 HS; 1 JHS 9.190 

ui. Baiesvme. IN. 934-4384 

3 ^ h e ^Community ^hod OfStrct. No Marvin Boytr (contict) 319/ NonurtM: 1 HS; 1 JHS 9,967 

I School lane. Goose Like. Iowa 577-2449 

4. Maw City Ronald M. Rico (contict) 515/ Nonurtoan: 1 HS; 3 JHS 16,313 

Pwn. A*.. Mason Dty. lowl 423-7249. 

5 Bedford ^ Schools. 1575 W. Temper Eleanor* J Gordon (contact) Nonurban: 1 MS; 1 JHS 10,069 

inoe Road, Temperam* Ml. 313/847-6736. 

6 ^w?^^ 8 ^ *■*! * NofnUfl Nonurban: 1 HS; 1 JHS 10.640 

63. 61 N CM Avenue. Cape Gwer 314/355-6654. 
(to. M0 

' E ^2!^^ U y n iI *' 1 301 LwyO Ctoy (contact) 402/ Nonurtin: 2 HS; 1 JHS 12,832 

oireei. wawfleid. NB 287-2077 

8 MMM SM Ottrict Ms 17-2. 117 E. Robert W Bom (contact) Nonutbm 2 HS; 1 JHS 17.040 

Fourth Stcset. Mitchell. SO 605/996-6671. 
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SctattaliM Contact or coorototor Urtan/rural Budgtt 



9 School Oislricf of Bayfield, P.O. Box 1, Dr. Ronald Andtrson (contact) Nonurban: 1 HS t 1 JHS 10,225 

Bayfield, Wl 715/779-3201. 

10 Milwaukee Public Schools, 5225 W. Wlitt M Haddix (contact) 414/ Urban: 2 HS; 2 JHS 14.708 

Strut. Milwaukee, Wl. 475-8059. 

11 Menominee Indian School Oniric!, P.O. Wanda G. Richards (contact) Nonurtun: 1 HS; 1 JHS 7,295 

Box 399, Keshona, Wl. 715/799-3841. 

Alternates 

1 Monroe County Community Schools, 315 David EtMflmg (contact) 812/ Nonurban: 2 HS: 2 JHS 11,019.70 

North Drive. Bloommgton, IN. 339-3481 

2. Des Moines Independent Community Wesley Chapman (contact) Urban: 1 HS; 4 JHS 23,211 

School District, 1800 Grand Avenue, 515/284-7781. 
Des Moines, Iowa. 

3. Stevens Point Area Public Schools, 1900 Emery Babcock (contact) 715/ Nonurban: 2 HS; 2 JHS 14,992 

Polk Street, Stevens Pbmt, Wl. 346-2461. 



Contractor: Northeast Region, Adelphi University (300-79-0527) Sayville, New 
York. 



School detect Contractor or rotator Itan/nonurton Brit* 



1 Montgomery County Public Schools, 850 Dr. Richard Towers (contact) Urban: 2 HS; 2 JHS.., $21,688 

Hungtrford Drive, RockvMe. MD. 301/279-3246. 
20850 

2. Burlington School Otslrecl. 14 Williams Pasquale De Lego (contact) Urban: 2 HS; 2 JHS 16,507 

Street, Burlington, VT 05401. 802/863-4521 (x240). 

3. Nashau School District, No. 6 Main Street, Carol fartand (contact) 503/ Nonurban: 1 HS; 3 JHS 19,960 

Nashua, NH 01060. 889-5400 (x41). 

4. Barnstable Public School, 230 South H. William Geick (contract) Nonurban: 1 HS; 1 JHS 10,012 

Street, Hyannis, MA 02601. 617/771-2211. 

5. West MHford Board of Educate, No. 46 Daniel Mullen (contact) 201/ Nonurban: 1 HS; 1 JHS 8.632 

Arnold Road. West Milford, NJ 07480. 697-1700. 

6. North Babylon U.S. School District, No. 5 Joyce Flynn (contact) 516/ Nonurban: 1 HS; 1 JHS 12,668 

Jardine Place, North Babylon, NY 367-9626. 
11703. 

7. Agarwam Public Schools, 1305 Springfield James Brun (contact) 413/ Nonurban: 1 HS; 1 JHS 10,330 

Street. Feeding HMs, MA 01030. 789-1400. 

8. Columbiana County Joint School District. Joepeh Smith (contact) 216/ Nonurban: 1 HS; 1 JHS 10.184 

93C4 State Route 45. Lisbon, OH 424-9561. 
44432. 

9. Portsmouth School District, Dough Drive, Porter J. Setoff (contact) 603/ Nonurban: 1 HS; 1 JHS 10,052 

Portsmouth. NH 03801. 431-5080. 

1 Youngstown Board of Education; 20 West Audrey Neale (contact) 216/ Urban: 2 HS; 2 JHS 26.223 

Wood Street. P.O. Box 550, Youngs- 743-1151 (x304). 
town, OH 44501. 

2. Dayton Board of Education School District, Dr. WHKam H. Goff (contact) Urban: 2 HS; 2 JHS 22,724 

348 West First Street, Dayton, OH 513/461-3086 or 3087. 
45402. 

3 Trumbull Public Schools, 6254 Main Dr. John Mukain (contact) Nonurban: 1 HS; 2 JHS 13,390 

Street, Trumbull, CT 066M. 203/268-5388. 

4 Randolph Public Schools, Highland Avenue, Thomas C. Lane (contact) Nonurban: 1 HS; 2 JHS 14,392 

Randolph, MA 02368. 617/963-7800 (x43). 
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Contractor: Southeast Region, University of Miami (300-79-0523) Coral Gables, 
Florida. 



fetal fctoct Contf jet or coadnator UrbM/murbm Budget 



1 Metro Nashville Davidson County PMc Dorothy Barrick (coordinator) Urban; 2 HS; 2 MS $12 150 

Schools, 2601 Bransford Avmuo, tab- Luctile Nabors 615/259-8655... . 
villi. IN 37204 

2 CtuflestOfi County School Distnct. Hudson Metonoe Williams Urban: 2 HS; 2MS 15 596 

A Meeting Sis.. Charleston, SC 29403. (coordinator) 

RodSpauMng (contract) 803/ 
722-8461 

3. Greensboro Public Schools, 712 North LeimMt H. Cox (coordinator) Urban: 2 HS, 2 JHS 14810 

Eufene St., Greensboro, NC 27402. 919/378-9981. 
4 Bowd of Education County of Taylor, P.O. Gary C. HoMngshead Nonurban: 2 HS; 1 MS 14.302 

Box 160, Grafton. WV 26354. (coordmator) 3U/265- 

2497. 

5. Ctarksvie Montgomery County Schools, WMit C. Cowan (coordinator) Urban; 2 MS; 2 HS 11862 
501 Franklin, OarksviHe, IN 37040. 615/648-0257. 

6 Griflm SpauWmt County School System, A. RiuoN Gray (coordinator) Nonurban: 1 JHS; 1 HS 7 668 

P.O. Draw* N., Grrffin, GA 30224. 404/227-9478. 

7 Ba^ County School District, 392 S. Blvd. Carol Pittman (coordnator) Nonurban: 1 HS; 1 MS 8.906 

E , Macdmny, h 32063. 904/328-8811. 
8. Haywood County Schools, 1615 N. Main Ermstim Upchurch Nonurban: 2 HS 6377 

St . WiyneswHe. NC 28/86. (coordinator). 

Samutl Smith (contact) 704/ 
456-8613 

9 Birmingham Board of Education, 2015 Elizabeth Hatch (coordinator) Urban: 1 HS; 2 MS; 1-Elem 14.546 

Park PI. N., Birmingham, At 35218. James Young (contact) 205/ (1-8) 

879-3353. 

Alternates 

1. Winston-Salem, Forsyth County Schools, Dr. Marcia Epstein, 919/727- Urban: 3 HS; 1 JHS 14.714 

Winston-Salem. NC. 2374. 

2. Fairfa County Schools. Fairfax, VA Bernard Cameron, 703/691- Urban: 4 HS 17 828 

3204. 

3 Madison County Board of Education, Lynn HaKaday. 205/532-3533.... Nonurban: 1 HS; 3 JH; 1 Elem 19,099 

HuntsviHe, AL (1^3) 



n e S?. n o ract ? r: Spwthweatern Region, Center for Educational Development (300-79- 
0527) San Antonio, Texaa. 



Sdwd dhtrct Contact or coordtoitor Urban/nonurbw Budftt 



ERIC 



1 Paradrse Valley Unified School District, Jane A. Northup (coordinator) Urban: 3 HS $14,484 

3012 E. Greenway Road, Phoenix, AZ 602/992-3563 
85032. 

2 Conway PuWic Schools. Highway 60 West. Dr. Bobby New, assistant Nonurban: 1 HS; 1 JHS; 1 MS 15.104 

Conway, AR 72032 superintendent (contact) 

501/329-5630. 

Virginia Nutter (coordinator) 

3. Colorado Springs District No. 11, 1115 N. Wayne Stegman (contact) Urban: 3 HS; 1 JHS 17,542 

El Paso St., Colorado Springs, CO Ralph Krufer (coordinator) 

80903 

4 Caddo Parish School Board, P.O. Box Richard Thompson (coordinator) Urban: 4 HS 19262 

3/000, Shreveport, W 71130. 318/636-0210 (x365). 

5 ADuqutfque Public Schools, 725 Untersi- Sara Sue Steed (coordinator) Urban: 1 HS; 3 MS 17,042 

ty, SW, Albuquerque. NM 87125. 505/842-3731. 

6 Los Alamos School District, P.O. Box 90, J. Denny Holder (coordinator) Nonurban: 1 HS; 2 JHS . .. 10 485 

los Alamos. NM 87544. 505/662-4141 

/ LewNand Independent School District. Gene E. Davenport Nonurban: 1 HS; 1 JHS 1 MS 10740 

1103 Houston, LevtNand, TX 79336. (coordinator) 806/894- 

9628. 

Alternates 

1 Santa Rosa Consolidated Schools. 344 4th Dr. Benjamin Coca (contact) Nonurban: 1 HS; 1 MS; 2 ES 12,212 

Strut, Santa Rosa, NM 88435 505/472-3395 

2. Carbon County School District. Drawer B, T Frank Warthen (contact) Nonurban: 2 HS; 2 JHS 12.742 

Price, UT 84501 801/637-1041. 

•~ lou 
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ScJmJ fetid Contact of coordinator Urta/nmrta Budftt 



3. Jefferson County Public Schools, 1209 Roict Horning (contact) 303/ Urban: 1 HS; 2 JHS 19,262 

Quart Strut, lakemd, GO 80215. 231-2361. 



Contractor: Western Region, Awareneos House (300-79-0524) Oakland, California. 



School dtotncl Cooltct or coordinator UrbM/nonurbm BMdgd 



1. Coacholla VaNoy Unified School District. Frank W, Howard (coordinator) Nonurban: 1 HS; 1 JHS $8,097 

87225 Church St., P.O. Box 847, Thar- 619/399-5929. 
mat. CA 92274. 

2 Btackfoot School District No. 55. 400 Elliott L Mots* Nonurban: 1 HS; 1 JHS 10,171 

Wist Judicial, Btokfoot, ID 83221. (suptrintttdtnt of schools) 

(coordinator) 208/785- 
2424. 

3. Cmtral VaNoy School District No. 356, WMiam J. Hoop* (coordinator) Nonurban: 1 HS; 1 JHS 8,001 

South 123. Bowdish Road, Spokane, 509/922-6738. 
WA 99206. 

4 Johnson County School District No. 1, Von P. Dahl (coofdmator) 307/ Nonurban: 1 HS; 1 JHS 9,730 

Buffalo. WY 684-9571. 

5. Ml Diablo Unified School District, 1936 Raphael R. Beftimini Urban: 3 HS; 1 JHS 16,220 

CaroJotta Drive, Concord, CA 94519. (coordinator) 415/682- 

8000 (x347). 
Harney WaH (contact/ 
defoliation) 414/682-8000 
U252). 

6 Tacoma School District No. 10. P.O. Box Thereae Desttto Peterson Urban: 1 HS; 3 JHS 15,085 

1357. Tacoma, WA 98401. (coordinator) 206/572- 

6110. 

7 Scappoose School District No. 1, P.O. Box Richard H. Hart (coordinator) Nonurban: 1 HS, 1 JHS 6,055 

V, Scappooae. OR 97056. 503/543-6374. 

8. Orangt Unrfiod School Dtstnct, Oran|O t CA.. Jano Mcdoud (coordinator) Urban: 2 HS; 2 JHS 15,990 

714/997-6348. 

9 Great FaNs Public Schools, P.O. Box 2428, Kenneth W. KeUy (coordinator) Nonurban: 1 HS; 1 JHS 8,436 

1100 4th Street, South, Great FaNs, 406/791-2297. 
m 59403 

10. School District No. 271. 311 N. 10th Warren R. Bakes (coordinator) Nonurban: 2 HS 7,201 

Street. Coour d' Alone, ID 83814. 208/664-8241. 

Douglas R. Cress*** (contact, 
negotiation) 208/667-4507. 

11. West Valley Hr|h School, 9206 fler Road, Donald L Cm (coorrJnator) Nonurban: 1 HS; 1 JHS 5,275 

Yakima, WA 98908. 509/965-2000. 

Alternates 

1 Clark County School District, las Vegas, RonaH G. Ross (coorrJnator) Urban: 1 HS; 3 JHS 13,330 

NV 702/649-0707. 

Dr. D.l. Bundren 702/736- 
5231. 

2. Oakland Unified School District, Oakland, Fred B. Fotton (coordkiator) Urban: 1 HS; 3 JHS 10,946 

CA. 415/836-8140. 

John Uevare associate 
superintendent (contact) 
415/636-6166. 

3. Atony UnrfM Sdml OWrict. Atony. CA ... SNrlty HftarfaM (coortoator) Nonurten. 2 HS 6,031 

41S/S2S-6441. 
Crafc liytn (contact) 415/ 
526-1441. 

4. CMno UnitM School District, Chine, CA Barton MhiI (coortoator) Nonurban: 1 HS; 1 JHS 6,930 

714/621-1201 (X279). 
Or. tod On* (contact) 714/ 
626/1201 (1(272). 

5. Corvato School District, Comto, OR torto 0. Carton, atostmt to Nonurban: 1 HS; 1 JHS 7,354 

SMperintendHTt (cooroVitor) 
503/757-5652. 
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tom/mmfim Mfc* 

' W mSt *" "* ** HS;1JHS. 1.375 



APPENDIX B 

BETH ISBAEL MEDICAL CENTER, 

Hon. Chaele. B. Ranoel, June * 198 *' 

^%^T^i^^J^Zl\^ 0T ^ «PPOrt«»ity to tartliV today 

eervicee, nobody ooISJJSd iSouTth^SllSf S^fc* 0 *"^teir«vailable 

cruel Joke. monthe until a ipcce become* available— it a 

•lKlor 1 ^? UtTPS* *" •f 1 of treatment on demand ie not nearly ae 

Row O. Newman, M.D. f 

Gmtraf Director. 
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IhTWOOUCTIOtt Agfi OttAHIZATIOH 

attt-IlCIl! Magical ftnftr 
Mtthtoont Mtlntananca Traatmant Program 

aAc:<G*cuno 

Slnca 1964 attft Isratl Madlcil Ctnttr his oparatad tha Urgast voluntary ' 
Mathadona Malntananca Trtataant Program In tht Unltad Statas. Pollening 
tha prlnclplas outllntd by On. ,^r1t Nyswandar tnd Vlncant Colt for tht 
traatmant of htroln addiction with mathadona, 8tth Isratl Mtdlcal Canttr 
currant 1y trtats limit 7,0(30 patltnts and racordi ovtr 300,000 visits 
annually. 

Stth Isratl Htdlcal Ctnttr plonttrtd tht conctpt that drug addiction trtataant 
should takt pi act within tht cciwinlty, and thtrtfort astabHshad forxat 
affiliation agntnants with major hospitals and mtdlcal canUrs throughout 
.Maw Yortt City. Tha goal of this trtataant natwork is to orovida ccwrananstva 
radical and support 4 va sarvlcas to our patlants. Sac 1 ! cf tha Program's clonics 
trtatt from ISO to 300 patlants. 

Vathatcna natntananca tnatntant has provan to ba an affacrfva moca'1:y fcr ;nt 
trtataant of haroln addiction, ftasaarch cenductad ovar :Ha past tan yaart has 
snewn that mathadona patlants function within a ranga conslstant with tnat cf 
tha population as a whola, and that mathadona doas not impair a par-sen' s aollfty 
to function normally 1n aducatlonal, vocational, and social pursuits. 

GOALS m CIJECTIVCS 

Tha affactlva functioning of tha Sath Israal .Vadlcal Cantar Mathadona Ma^tansnca 
Traatrant Program 1s basad on tha following pramlsas: 

1. That mathadona malntananca traatmant will ba aval.abla to aach 

and avtry allglbla addict In Maw York City who voluntarily saaks this 

modality of traatmant. 
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2. That approprlatt phanMcologlcal support will bt provided through 
Individualized doses of asthadone. takan orally. In ordtr to ellalnata 
tho craving for haroln and othor mrphlne-Kke drugs, and to astabllsh 
a high dagroa of cross-toloraneo to tho ef'jcts of all narcotics. 

3. That patlonts who present health pmbJeas will bo troatad In tholr 
cllnlcs.and roforrod whan Indicated for specialized haalth services at 
too afflicts hospital or another appropriate facility. 

4. That effective supportive services will be provided to all patients 
"ho want and need assistance In the following areas: social . Rental 
health, legal, vocational rehabilitation, education, counseling, 
socialisation and leisure tlae activities. In an effort to Increase the 
functioning of our patients and to provide thin with the skills neces- 
sary to toad a productive and personally satisfying lift. 

5. That »• will attempt. In so far as wt art able, to Influence public 
policy concerning che acceptance of Methadone treatment as a viable 
modality. 

g£3AHI2AnOM Of BlHC/tt1T» 

1. Each clinic Is an Integral part of the Beth Israel Medical Center 
Methadone Maintenance Treataent Program network, and shall adhere to 
the policies and procedures of Beth Israel Medical Canter as well as 
those set forth by the Program Administrator. 

2. Cach clinic shall be staffed with personnel capable of providing the 
full range of rehabilitative services. Staff orientation and In-service 
training and education shall be provided by the Program Central Office. 
Although flexibility of treatment approaches Is encouraged, changes In 
overall treatment approach shall not be carried out without th • approval 
of the Prcgram Administrator and the Chief of Kedfcal and Psychiatric 

(Rev. 7/SO) 
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LOQ-#_ 0AT1 _ 

■ITH ISMAIL MfDtCAL CINTCT 
MffTHADONl MAWTINANei TMATMINT mOORAM 

Application Form 

PftiM aniwtf i!' quastiona. if you do not undtntand an Itam. piaaaa tot 

tor aaaiatanct. AN i.Mormatton It atrtctfy CONWOWTIAL. 



1. FullNamt ^ mimk WKST 

2. Homo Addrata: 



1 Mi SMi^ iM: ^^WWMMfc 



^ «^ — Zip: 

a* ^ i A .OTV AMO VAtm 



4. rtlaphont No.; . 1 Social Stcurtty #_ 

6. Oata of Birth: ^ _ 7. Mothar't first nama: 
8. In what ytar did you flrat uaa haroin? 



9. In what ytar did you bt#n ualng haraln on a daily bun? 

tO. Art you currantly addlctad? ^ 

Yaa Harom How Prtquantty? Daily 

No Straat Mathadont Lata Oftan 

11. Art you currantly anroUad in any addiction traatmtnt program? Yaa No. 

If yaa. which ont? ' 

f 2. Hava you avar Man a patiant at tha Bath laraal MMTP or m 8am$tatn inamuta? *as No. 

if yaa. whara and ^h-i? 



i Do Not Wrtta Btlow Thla Una 

Schadulad fc ttraaning intarviaw: Oa:a Tima: Clinic:. 

Placed on waiting uat • I pacify: 



Spaafy BBPHBFAI tu altamativa program: 
inaiigiL!* • Reaiomai 



Opposition dafarred * Raasonlsi. 



Nama and mit of staff mamoar: ^ „ Oata. 
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BETH ISRAEL MEDICAL CESTER 

HI NATHAN 0. PtKLHAN PUSCI. S|W YOftk. N Y ltt» 

IWTAAI/ ADMISSION *OAM 

mmtp gog 



0AT1 , 



iNTOvifWI* 



SCAtf «<NQ OlCiSiCN. AcctM lor Aim**** (iimc* uM) . 



•f arvyi . 



NAMf . . 



.AOOftCM. 



0 ATI Of ■l«rH. ! ' I I I I I SOCIAL MOmiTV*- 1 I I M □ I I I TUVHGftf. - 
SIX. MALI" FtMACl Q fTHMClTY: %Q WQ MQ A«3 OjNfQ (feffal 



MOTHiA-S ».*«T NAM! . . 



MtOCAlO NO. 



' I I I I M I I I 1 » i 



MANiTal STATUS S-n*ta Q wta» m Q O w** a IwmMQ Cm. LiwQ 

HO09lH0L0C0MJ» ANmQ W/IhunQ WQ*»Pur*,0 WWmnUQ No SIMM Arrv^ £ 

MK3H«TSOCOLO*AOtCOM^LtnO- 1-40 /.fQ I0.MC3 HlOmS tomtO Q Q Old I 

WIANalSCUACI. **/*4*omQ wmMa il* Q Court/^e«a 0TX.rtj- 

Ct*rO«j|ft|Q Otif PWMFrf Q Panty S*fQ ™ 

WtL/A.M STAT* jS N»«rAfM4Q N» unff W iw rn ng Q CvflM* ftfCffwg 2 





"ITT 










,efSL4 


















Orgf V 







* imOViO. MONTHS ON MlltN? jCi. 
WHAT OCCUWTICNT 



3»L3 ',31 HlSrOAV 













MITKMU.iaAU | . 






CCCAJNf | I 






•Mwrujurts i i 






AUtotfTAMMll t j 






KCCHOL 1 












OOMQtN 










i 



. OUS C«UO. ilCCXX raiAfufMr mrpAY- 

Ofljg Simc Or* Ou»t. 

<C**< tf akkasui 3 ***** 0 C C 

OfNK TfftWtrtl: '""V 



BiMC 
003 H 



0-.; a** I 



ii.v 

A TV 



'it * mom »«e*« Cwm *•« Ov^ju^n* Tf«AJm#Ar . 



_A>0$f|ir , 



CL.wiC 



to •• eoMPirrio it outpatient clinic sumnvisoa 

Of **»l V fl ____ 

f IMC Mt« »IM« 5 # 
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«HltklC MtAWTM MHVICI 
'MS IMM lINMfrMTItN 

CONSINT TO MlTHAOOMI TRIATMfHT 
f ******** «* tew* Mr to — «■ rarfM m mtv amit—M* fit 


«• /aw) 


as* tint «i#f 










m«k iWiMM MiiiAt rmns 



I hmmf mOmim as* yfnm my nlHtur t M tM smm mmI Pitfrssi Uriital 

ObnHf Mi/tr My asMsstitlsiy smTmsms' itslstitl m My sststt, tt ttaisisttf 
« pwii>i tM tjtf m*mmm m m tits* * Is tM immmi tor «y ttMsriMM m 
b m to tf mmt MMdi immt* 

Tm ywsiStfM ■ n iwi q r » Ml my itsdltlii km mm cmUUm* MMuil wrftf 
ttssrf tMt li will mmivm my ftklsf <mmm tf mjcmmm, tf ttfcsr 4nu, which 
will Mis mini my mmmmm m MftJt tt ttttr motHc emu* 

It MS MM MpUlMi MMW S)ttMMM It 1 ItfM ti l tlt| wait* MA tt hsmAftl 
tf tSMS WttMtt MliSSi MM lfl Mli . t Wftttf MMMl IMt M>HM Is M 

sttJIcttM awlwdu Mi Mf, Um mm mjm mm* to m41m! tftttict. JtMMt 

tSMfM fWMiU. TM tllMMtfVt MtMtt tf UMMMti tM MM 11 It fUM LtYtlvtf* 
Mi lit SMSlttilUSS tf WpllWUlIt MVS MM 1*111 MS* !• M. Ml ! Still CM I It 

tf recti vt SMkMM Ms Is tM risk tf my ictus tt Jit mm tf hsrsU tf sths? fait. 

Til SMl tf MSMMM UMMMt IS ISM) ftMWIltSfJM tf tM ftUttt. Cmttll 

vitMmwtl (mm tM wm mt iV tap, bwlsilsg MtSMMSi Is t« tssiMnsts (raacmttc 
smI. ! imIIss *tt fit mm tttittts Bstii MM titttMSt My cMtlnut /tf n Iscivtiy 

lM| MfttM tf tfSW Ml tMt ttfittlt MMiSfftlltf -Mil M f>VM CMCflltf Ity 

mm Ittw witMJtril (mm MtMMM mt, 

I Misistisi im( I mmy witMww imm tsis tiMMMt fits, mm cm* 4IscmUsm cat utt 
tf lis tiwt si Mf Um tt4 I smU m itttftM 4t»ttiAtti4ti \um\i t «Mlcsl sty trvisitn. 

I Htm tint I Mtll IsIsm ssy Meter wwt My trail mm ft f ity mCIccI yretleie thtt I 

MMftlltf iS t Mt hi St SI (MStMMl yttfriW^ tlMS tM Mt tf OCMf 4fSft It CM* 
JtMliM Witt M th tt h tt Mf MSM M Hint. 

I alM MM'tfttlM tMt 4 trtl| tfat tttfSt sf tiMMMt. CSASlS MSfltlMS My Mkt it 
MCMMiy tt Mt MiltMMl tf 4ifftftAC yiMSMfM UtA tAtlt tXflltlfft tO (It. I 

tiMtftttM 1 tut ttMs sltsfMts yrtctdtrtt imU m utM wHm Is ths Prsf rssi tf 

MMlcsi OlfMIOf't prtttMitMi JtiMlMt it iS CMtUtftt MvtMSlt. 



gtt ftrtftt tftis Witaf tor addition*! CMttftf timminM 

nSm S SHrttra ™ 
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?• Mt Mtl f| M UHM|I, I *T Ml M| , 

•I *M («•. 



»m«m *• mmMMimm imini «i 
M MM— . I NMtttr «Mwi«M (Mu 
MftMM <IMt. ItfMMIM M IM 

m4 m ««m mmm mkmm m ti i 

MM) 4MI II ««V Ml II IIMlflMM 



MM iMgMfM Mt M 



II Mt )4<M»llM ft m Mi ( MMMMM Mtl 
it IMMNHII *t Mtam MU4 M* t(B«l«N |kf| M | M* 

« « Pwp m Mi MiiMlr Map MMMj 

MftMMt.t «*Mt MMMM Htt*W tiM* ¥ 
•■Mi Ml? MM.Mly *it—lm UMlMf M tfM M4M* t MtU 
Mt M MMf MM> VHMMil MMM Ol 
MM* MpM i, IM 



t 

utu m mm m? mn» 4mm* mm «m« mi MMm mr mum 

M IM taMt MMJMMT W MM MM ft* MUli I AM MMB. tf 
MT MffM m pitHltlMlUM M ■ ■ iftllmtMlMMl MM 
«MUI M*flMIM«f MMMiy M1(MM MUM Mi M. 

I! Ml MM IMMMMI MtHMt tfM* ft* Mflft tf M> M4U I 
M)«Ui IM Ml *• MM 
tlMtf) ttltUli titMHIf iMiteMf MM MyiMai 4f 
MM I M I M MtMMM W UM MiM. t MMMMM M«C • 

tmtf mmm rtilfttg ft* mom mt mmm mmjmmt if 

IMMIIIT <* MMff lU MMMi MJlllfMi llftjjlM. It 

(i ii HtMim tm • MUii*i Mnmii it Mmm tf wr mmm< 

MMM U» I WiMM MMM ,MNR M ftJIt M Mf fM» 

•lit iMMfiuit MttMi mum M ft* MUM. 

All At M«M MMtl*l« ifflMl tl MMMM MM MM HiXf 
••■UumH IIMMI MMW iMi MM M MNN, MM MM 
AMMMIMMMI IM1MMIMM M«* iMMlMMtM tf Ml 
tn« I HUM IMpIlM Mff IT !■ «T MUM. VIM MU 
IMft «4 Ulll. ( • Mi Mil ti n w M MllH M li/M ft* 
VlMtll 0 JMtM « Mt tfkit IIIMMM1 MMW(..<f II I M* 
MM MtfMAl Ul «• OifMt 



M t •MM._/M#t M MM. I 
ISSt (L * tl MMtMMM Mtl MHMiMM It t 4MJ M 

fMMUM M IM MfMtt M MMtMMM It MMMMtM. tl Mt 
MM tMMMM Ml (mVm! Mt. mOMm M Z Jm» 



. ^- *•* » «»» *•* tf AM/MM IMVM 

M MttMM MMMlt MMMMUf MMI M (Mil* MM Mtl. 
— O/VMMMMm Mtlp 



^TiTT!?^ T*** M ftt MM M MM ft# (MM 

Mill/MMiUMMI Mi Mt MMM Mi MM MMMMM t(Nf 
MM MM M I MMM tl Mf IMM M (Mf/MM MMMI tf ttal 
MJMM«MM. Vlft Mi MMJM4M M Mt MMMitl Mm«U 
MMMWMMlMiMWMMMitMMMllM 
■MMMM M M MMMMM. OAm>MMMM MiM Mt MM Mt 
MMM. tMM O/MtfMUM Mtl MMMUt (M/Mtl MtU tM* 
NMM M M MMMMM MM MMM M MMf MMMM «UL 



HON 



t etmrr Utt at ntrttIM w# tttitftMt Mt im mm tt M (M fmhiu tMl *mf It MUiitM frt« ntCMiint 
t^tmttl. VtM fuU 4AMHMM • tMMUtl MlltUM tM fftttMlt <UM .HMIfM. I t Jtttllf tt MlfltttM 
TVmTH. MM t PMiMt 'Mt t «tV tMtmttt tttUMt tt M JtMMM t M htftlll tf ItMf ^tt^ttlt tr^t. 
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ooAuuoio at liMOtt, amuctm t uxrrwcu mcuo. 
umeto os u*um mua 

AOOZIXlAfitflM 0« 11 BftOI T 








(Lm Ummuimm u mi Immm m rmdm aMUltif ?u ■ wiimiW 






MMri 4mi fanintlvf Ma mjUm «i ptMMJ>tMM 




mmm 4«i UiMitr maui 4*1 rftffMH 



f*r U f tmm m MwrlM f ■tttf« at mwuiuau mImcmm tl oumm? 
mum 4al NiffiM, ftfTU* M i iliiKi , ■ c MAlimim iwAmim 
NiniMiti CM A f«W« clMlr, put AUiiatf • rMiui U 4r*«* UmMi 

MU*M*. MM If M M M ml miMMI tti ilWilil 4l U MMuTl • 

mi mum ittM «rtfM itfutiui. 

U m mmm mtlHmm 1m ftmmimitm— iMiwrtii yui tl tncamlcati <« ai 
tiMicua f mtXmm fm tmrarfa U Umium mi ai pain 4m ctilt 4 it* 

rUl M MtMMS« « IHM 4MfM, M* IMCflWiTM « M»CTtltff *& ONMlMia 
4l U MfffUM • MM* 4M|M Mt iUMIt 

!■ M M MflU*M M* U MtMM* M *t 4 MM WtAUl <M MM! IM INt- 

ti it m Uaiirt Ua U mmttUIm MtU*. UcImm latttM <m U mmmm 
m mm mmttmldm mmm Mctfi nw tiMlM f cm, It sum im iiiu 4rtM« 

M**M M U pfMIlM 4l U MtUlM, Ml MMMlt MMlUtll MMffMI. Si 

m mm mvIImm lit mm4m alMnutlMi 4i CfaiMlMii, In miUIii riMin 
m im •• unm y Ui mttOUMii 4t imUimIiim, pin, m immim, 

4MM Mff U'.MC Ml MIMMM, MtlM ml flMM 4l CM* MM! VllVM tl Ml 4l 

U Nfitu « iCfM 4f%m. 

Kl ItjlUM 4ml irilMiMII CM MtMM* M tl 4l ll riAMllltMlM CIC41 dti 
MtlMII. U CMlSMlM Ml MM 4l I MM Ufl 41**49. UlluM ll tttttlM, M 
M fflNHU MfffUM 4*1 irilMiMII. M 4lf IMftU 4l 141 M *1|MM 
M41MIM M pMttll im tl IffMMlMtl IM MUrfMI »M*I IMBlMir ft 

piriMai rtUtlVMMii Umm. pro mm u imiImimi pirut Ummm ml 
CMJpllM CMSMM 4ml mm 4% U MMMM* 

UiImm cm M4r* riilxiTM 4m mm pfi|r*M 4m cricMlMii f tuciMtir il 
vim 4m U 4rcc* mm cmImut mmii f -M ■• m priMrcltttf ■ liicraliisicloa 

M)l MHFVtllll » Alfll. 

CMVMgi m^m iMtmtrmtm* ■ CMl^MlM m^Iii ^m m trill ht :u«liHui4ra 
pfflfelMM M4lMI ( M 4M I .Wf 4ll4tMI M M pn«iM* 4l criiMliiii ?ir 
MUlfllt pMltl 1M «1 v 4l ICfM «*MM« M IM)MI1M CM U UU4lU ( 

pMii cumin 4mm. 

UtiMii CMtlM im cc il curM 4*1 tfimiuti w«4m pniMiuii eiirtu 

CMilllMM CM UfM IMIMIU U IlLlMtUn 4l prMMlalMtll MUlOMill 

• 4UirMtM cui In wi tl m hm cmUimi. Y miImMi cm imi aerai 
ptMMlalMUi ti mUmim «imm « JMltl* ill Pr* trial, « ti|M d julc&a 
irilMUMl 4il airncir KmIm* ii cmiImim mmm)M1m. 



it »hii tl iirti attM liaatii ■■ il icfUMt^icat o' 

few* n 2i js (U/rj) 
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Qmt ft mm. mm* Q m mtmy □ 

« Mil MMI. 

mmm it Ut MtuUt riMMt tawHdv* tU 

MM Mt l Mll M M ,U MMMM, MlWJ CM. U 

mam mm U Nntai r MMt iN«mt ungual, 

IffMMMll^Mi tlMMt Mtf i lM MjMM 

Mtteu r m mwmU m hhiImii UmIUI- 

MM MM HMI1MI MM M PJMmXW if MMt 

H iMii t f ■ itojtffi<M4»M) ■ nun. 

f I M It Mii«M f MttMM tM U MtUWI 
M CTMtMiM ti MM M JMMmltM f fWdl 
MMt MM toMMMU KtUt. r 
tl HUT ■fcWWM f MM) M*tll 

mumm, r% • ml ml* mm m 

MMMIM IttMM Mt MMM lIllllt MMM* 
MBit M MMMUt ■ «i Ml*. 
«MMt MS ti MMMHf tM MM itl I1MM 
&MlM ■ M UUMU, _ _ 

nt • M'tt'r ^mmm??mm^Sm^m%uT 

Mt M MA M Mtfia MMl, • M*i« 

MAM MtflM (INN, • fM VM • M lljt 

4MMit it MtM, it m mmUimmm mmml t 
MMruv m m mmmb it ttmmtmm it mu- 

iMt. MM M4 MM UUtl Mt UttlMMII ■ M 

4 i ml mljl. 

M m M SfUiMf ma m Mm Aam tU pmm • ml 
tl)t mm mm m*mm m t mm U nutai m 
trMMiit M' U itmto ml MM f fmmm mmImu 
m 41 < nMM ii fUUa it U 4itfk ItttmMt 
1M Mf M bitM pmUm 4mmm ml mttamm i, 

tl tilt Mil MHU U«Mt UtUmIIUM IM- 

H'ml 4 tiwt iImhi liiiiitM 4M44M ml Ms 

40 U MMtMt M* M Mm. If MMilii Mt ml 
tMlii itl MM MCt* MJtMjMt it M MttUlM- 
«Wt M M mtfMB ft (IIIMMII ft MtMMt. 
Mi ml fU it mm mmU MMllHIM ml lift ml 
triwta'4 MiUa Mi 



H«Ui«a iImii it U MMMM, MflUMit 

MtirllMIII, f MUMM Mt. MMiMII, M 

■■ Ma totto MMUi mIIUmim Mttt ml Mt 

it U IMM Ml UffM UMI MM) MM fUMtl* 

ttnt U imUii umiMU 4m m kljt. 

CM ilMt IMMlMMM it MM MM, IMtlMM 
M M MUutlM f PfMM UllMM* UMfltM- 
MtM ml DlVMMff WttlM IIMUM IpMM 

(m mi m imM mmmmM m U ft mm. 



U MtlMlt M M MM! * it 

Millt ml , 

m t *** fS Mt MM) MfUCMt Ui VlMM* 7m 
•MjmlM ml Mt M U MtMMt f MUMim (MCM- 
«MM) < M U MUMM M MM iMM m% M MM* 
MMilMM mm f Mt U ttitMMlS MtM Mt 
•IMM! M Xtt MtiMtMMt M U^fllU. S. M 

(m Mt) km MfilmMt Mt U Mt it U mmmm 

M ml MUtltJU iti MMf M iMl MlMMIt t 

Mt ml tiMft it Mt vtntrtt Uvnuu 

feMMM) M MlMlMlMMti MMit MM) MM 

jMtUMtfit. MmUM (iMUTMtt) mm U Mitl- 

tlMtlM M ti pttffMt it IVtlMlMIt CM MU» 

4mm m im Iii mjh MlmtMttt it M ru cmm 

Ml (it lM) MiM (MilM) t MMf, f MX 
MtMMt f Mt ml m^MMUf M MMtfMt tt 
MMt MMMU M MtiMAOT MM t MClciM 

mm (mmms) t Ml MtlMU. Cm ilMt u«Mt- 
mmm it Ut MMJUlti paiMtltiM f 4m Ut 
MtftmlM rtMfM mm MMmlvt ml* mm it U mm- 
4mm m ml cttumlMct 4m m MtiMtMit, in- 

■iMM (M MtMtl Mt) M M Mt M ml MtOff. fmM« 
M Mt M 4mf (Mt iMtt) I MtM Mt M tCTt 
Tt MAtlMMfft* dMMilMtt it U htMliu t 



•MM iM|ma MRlUMIi 



it 



CtetlllM «a m m to iMt lifMUi U MfmrliM mmm it M Ut MMluitt «ut Mm 

OMMMM IM tl IMMMMM it U MUMM. CM $imm iMMlAlM M 4 1 idt §M ttf it itt 
MlMtUiM f Ut MtlftlM rltMtt Mt MMtiM. MMlMM Mil tfltMlMM !• 

Mt M MT MMU it Mt. it tCTt MMM. eNCUMTU <V«4 J it 
U MNUl • it ami iHiu m*»mi»i»»* ^ 





Fmm it uttmiMtt 


ftCM 




FtfMCttU 


Pmm 
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SUBJBCTi 
fOUCYt 

VJOCEDUMEt 



fmmn sggi nnjM ' w wcwionb 

lha BXKymrr affovda to all patlanta tha rights 
' in tha fatlanta* BUI of Rl^hta, In m 



with Naw tbck Stat* feapital Oxla. 



aCCOPlanCa 



1. 



2. 



the Patlanta' Bill of ittghta will t» prominantly 
diaplayad in a oonaplcuoua am of aach clinic. 



Bach patiant tfiall ba adviaad of thaaa riqhta and tha 
" niM ft* i^plwwnting thai. 

At tha intafca acraanlng* tha lntarviavar tfiall 
avplain tha wlaa and ragulationa of tha 

vac/im. 

All aadical wooaduraa and Mdieationa 

undar tha auparvlalon of tha phyaician. 

2.2.1. Tha patiant' a infoaaad oonaant to 
ataaant 



2.1. 



2.2. 



will ba docuaantad in tha 
chart (aaa implication, and Malaalon 
•action). 

3. At tha tiiaa of aAaiaaion, prior to tha iaauanca of tha 
Initial doaa of nathadcna. aach patiant ahail raoaiva 
tha handbook, "Bath Iaraal Mad leal Cantar, Mathadona 
Haintananea Tra a baant frograau Rolaa and Ragulationa* , 
in togliah or fpaniah. 

3.1. lha oontanta of tha handboo k ahall ba aaplainad 
to tha patiant and any quaationa that tha 
patiant aay hava ahall ba anaw ar ad by a ataf f 
mmt m aoalgnad by tha Unit Sqparviaor. 



3.2. lha patiant ahall ba aakad to algn tha Handbook 
Acfcnowladpaant toaf (BDC €0-40) # attachad). 
lha torn ahall ba datad and witnaaaad by tha 
aaalgnad atari awfcar. 

3.3. lha ccnplatad "Handbook Adrowladojant form* 
ahall ba plaead in tha patiant'a chart. 

3.4. Additional culaa and cagulatioM. apacifio to 
tha patiant'a clinic, ahall ba claarad through 
tha m antral Of flea bafota bacomira part of 
tha hMdbook. Bach additional rula art 
tabulation ahall ba aiadlarly aaplainad by tha 
ataff mmbm and acknowladgafl by tha patiant. 

3.5. Each patiant *all ba faailiariaad with tha 
culaa and ragulationa which* whan vlolatad, can 
raault in diacharga from traabaant. 
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ratiants ehall te a4via«d of thair right* to flit a 
cosplaint about any aa?aot of thair traataant. 

4,1, Hit mm oi tha ntiant's aaalgnad oowiMlor «v9 



tht ainlclugrv^ ^h^^bi prcvidsfl to tilt 



patlant* andtba aachaniaB te raquaatlng 
awolntaants ahsll te sxplainsd. 



4.2. U» nw and talsftona mate oC tha my 

fatlar* Haiatiom OootdWtcc ahall te pcwldtd 
to tht ptfclant* 

any v oblaa or action ragarding pitlant rights or a 
poisWt violation oi tha» shall te raportad 
Isaadlataly to tht Qlnlo Suptrvlsor and tha 
Operations Managar, 
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.hmvjnc Twr umui &ur sm vmiMVsm swot i*t 



WBETH ISRAEL MEDICAL CENTEr/t^^ 



(4UVUML1I HOSHVAt VffUAfMN • MTM tfliAlb iCHUOt Of N13SINC 



Handbook Aoknowltdgntnt Form 

Tbt undtnigntd htrtby aoknowltdgts rtctlpt of 
tilt handbook tntltltd "Stth Isratl Mtdlaal Ctnttr 
Mtthadont Malnttnanaa Trtatmtnt Program Rults And 
Rtgulatlons," and furthtr toknowltdgts that ht/aht 
hat bttn infontd of tht Importanot of rtadlr.g and 
btaomlng fully familiar with tfct lnforaatlon con- 
talntd In tht handbooks 




Paeitnt 



signaturt 



wientts 



5igr.aturt 



Oatt: 



BIMC 60-40 



AntUAtiD WITH .MOWT SINAI SCHOOL OP MtDJClM 
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RECIBO OE LA SUIA OE REGLAS Y PROCEPIHIEHTOS PEL PROGRAM 
PC TRATAHIENTO HEP I ANTE SOSTEMHIEMTO CON METAPONA 

El $uscr1b1onto, euya firm aparaea abajo, cort1f1ca qua ha 
radbldo al follato tltulado "Gufa da Raglas y Proead1m1antos dal 
Programa da Tratanianto Madlanta Soston1m1onto eon Matador.* dal 
Cantro H*d1co Bath tartar, y qua ha s1do Informado da la Importanda 
do 1aar y fawlHaHxanaa eon la 1nformae1on quo al mlsmo contlono. 



Pad onto: 



TfTfmaT 



Tostlgo: 



(Pinna) 



Foeha da la F1rma: 



BIMC 60-40 (Spanish) 
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WUC!f» Itch patltnt o* tto Satb Xaraal Hadlcal Cantar Mathadona 



Nalntananoa Ttoatnt troom dhall tacaiva «i Initial 
amlnatlan * tfat tlat od atalaaion md A mual 
intarvala ttomdtar. 



1. Often adaiaatan aaeh patlant atoll ba fl*an m 
by tto wit diractor, 



pfayaidm or tto ctglatarad pbyaldan'a tfaiat-., 

*all induda a oa*lata wUctl hUtocy m 
phyalcal aaanlnaticn including a ctoot X-cw and DBS. 
A acta! a — inatlon *all kadmonaU paelanta on 
~" «id annually on all patlanta o*ar tto 

with Hp i 



d 40. A paltrier ouBinatlon with Hp Mar art OC 
■Mr and oultuta 4>all taa dona on all full 
patlanta. ttian thaaa pcooaduraa «a parfomd by ai 
M^.a. aU finding and caaulta will ba.raviawad by 
tto *y*c*iMixiq phyaidan and oountaraljnad. Zt in 
toa . pomibUlty od tto unit diractor to aaa that 
any *noaalltiaa flbund nil! to Mlowad-up. 



1*1. ma phyaidan tfiall ocdor tto tina taat. Tha 
clinic nuraa or tto ft.9«A« will ptrfocm tto 
tina taat and caad and chart tto caault mtd 
intern tto (hyaidan od poaltiva ruulta. 



1.2. iha tatanua toaold aariaa ahall to acdacad by 
tto unit diractor or othar Program fhyaid*i 
and will to adalnlatarad by tto clinic nuraa 
or tto KfJi. 

1.3. Iha caaulta od tto nadlcal hlatory and tto 
phyalcal anamination atoll to eweorded by tha 
phyaidan en IOC Hoi «0-l«d (attactowit) «S 
filad in tto patlant chart. 

1.4. Laboratory taata and fellow^ pcooadisaa Jiall 
to ordarad fay tto phyaidan in tto "Doctor 'a 

" aaction od tto patlant'a Aart. . 



2. Tto unit auvacviaor tfiall to raapoMlhla dor tha 
coordination od tto mual fhyaical anamination and 
laboratory taata. 



2.1. All Mdioal prooaducaa caqulrad at tha tina of 
adtaiaalcn ahatt ba tapaatad mually, axcapt 
0or tto chaat X-ray md DC which may ba 
ordarad wton dlnlcally indlcatad. 
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2.2. Tha «vtual phyaical rtiall ba achadulad during 
the north of tha patiant*a annivaraary data of 
«taiaaion to tha mc/ma. to facilitate 
achadultng, tha IM» Control Sacticn will 
prapata and aand to aach clinic a oapitar 
printout* liating thoaa patianta who raquira an 
mual jhyaical during a givan aonth. 

2.3. Tha clinic nuraa tfiall aat i* an ^wointaant 
far tha patlant to ba aaan by tha wit 
diractor, othar Haqtm phyalcian jc K9.k. 

2.4. Tim aacratary *all prapara m jppointaant alip 
for tha pafclarit and will o aaplata thafwo 
nacaaaacy for all dia^noatic taata ordarad. 
Tha aacratary will gi*a tha agpoinaaant alipa 
to tha nuraa Oio will giv* thaai to tha patiant. 
At tha tia» tha alip la givan to tha patlant, 
tha nuraa will axpliin to tha patiant tha 
l i yort a nca of tha phyaical anamination. 

2.5. ma aacratary *mXl Maintain a tiddar fila 
racocdlna tha data of tha laat annual phyaical 
atfaainatlon. 

2.6. B» nuraa *all toap tha unit auparviaoc 
intevad an m ongoing boais of thoaa patianta 
who hava not tetpt thair «jintaanta 
phyaloal aaaalnaticna. 

2.7. Tha raaulta of tha annual phyaical axaadnation 
ahall ba aacocdad by tha unit dira ctor, o thar 
Pram (tiyaician or 1LF.A* in tha Pragma 
notaa of tha patlant'a chart (attacfawnt). 



tha vitit diractor or othar Ptogm ihyaician, tha 
clinic nuraa, phyalciai'a aaaiatant, unit a^arviaor, 
«id/or tha oounaalor, tfc tho point of involyaaant, 
ahaU claarly «ti praciaaly docuaant tha following in 
tha patiant'a chart 1 lha mointamta aada «J 
bcokm, tha raaulta of tha phyaical anamination and 
Ubocatocy wrkup, attaavta aada by tha ataff to 
aacura phyaical axatinafciona for thoaa patianta tto 
do rat taaap thair qpoin taanta, and any follows 
piosaduraa and traaftnant. 
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BETH ISRAEL EPICAL CENTO 

gnuogg HklHBWNg TWAMtff Biogram 

APOS&CN tfttfrL HISTORY ~ 



Patiences Nut: 



RUXD: 



Ada. Oaea 



OUC USE/ABUSE HISTORY 



ORIS 


Vaar lsc 


Data Lilt 


A«C/U««c 


USED 


Um 


Um 


Par Day 


HEROIN 








tCHADOtCQtoc Rx) 








BARBITURATE^ 








AtffHEZAMDCS 








oodt&at 








puchwl 








DQRIDQI 








ALCOHOL 








uIHEfc 









Dacaa 

(Trow/to) 


tkam and Typa of Rx Prog, 
(i.a. DaCox, Drue Fraa ) 



















ALLERGIES: 



OBSTETRIC HISTORY: 

IMP 

I Pravioua Prvfaaclas 



I Liva Births , 
I Miicarriagas^ 
I Abortiona 



FAMILY HISTORY" 





Causa of Daaeh 


Factor 








Moehar 








Brochtr(s) 








Slacar(a) 








Husband 








vifa 








Chlldsv 

























Canear 



iralaciva has had: 



Ttibarculoals 



DUbacaa 



Haart Plsaasa 
Hypartanalon 



Stroka 
Sickli 



CaTT 



Alcoholism 
Drug probTa 



C0NVULSIOKS_ 
TUBERCULOSIS 
SYIKCLIS " 



HEPATITIS 

HEART DISEASE 
HYPERTOBICNj 
RENAL DISEASE 

ULCERS Z 

DIABETES 



BLOOD DISEASE (Spaclfy) 
PSYCHIATRIC 
NOTE 



USE OONTINUATICN SHEETS FT* EZJUOUXIGN OF ANY ITEM CR GENERAL OOMBTCS 
Hiseorias parfbrtwd by RPAa nusc ba mnear-signtd by cha Suparvtsing MD 

tfVRPA SIGNATURE . A*ea 

(RmSEP 2/81) 
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Bttn tit Ml ntdical Ctntar 
Nathadons Maintananc* Traatasnt Ptograa 
Initial and Annual Physical 
examination Hscotd 



I.O.I 



Admission Data 



anam Pwr HISOTtt (Um ;4nisslon Ntdical History fucn foe ntw patiantah 



4 



DWG MO WDICmOM HISTOKt 

f 



Rgvret or wgTDg 

HEM) (fiff) 

NECK 

BREAST 

CAIOIAC • 

PCIXNAK^ 

GASTWDDOTTIltA L 

0B8./ani M 

CEMnOUMMMQf 

MUSCUlflBKELrtA L 
PCWPttTIE S 

MEUBPLOQICA L 

physical zmnmioH 

GdCRA < m 

HEIGHT HEIGHT BP PULSE TEMP RCSP 

SXIH 



HEAD 



NDCX 



EOT (pupils, ?Vindi) 

BDC 60-166 [SSI U/S2)t7 • icontinut on rsvsrss ii£) 



f 
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NCUE THROAT 



WEASTS 



oasr/mcs 



HEAKT 



ABDOMM 



DCTtBKAL GOOTALIA 



PELVIC <P*> Smmt/QC culture) 



HfCTAL (pttitrts ovur 40) 



QCTHCMTXCS 



.MENTAL STAJUS 



DIAGNOSTIC IHPRgSSKM 











PLAN 













WaORAfTOk; TESTS OW>OttOt 

3mac ( ] esc n oirrcRoom [ 1 vdrl t 1 xvrum urine t ) 
others (swam* ^ ^ 



:©/rpa sigoothe ■ f'' , 

o 
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